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1903  Cooper,   Percy   Robert,   M.D.,   "  Glentborn,"  The  Downs,  Bowdon, 

Cheshire. 
1902     Corner,  Edeed  Moss,  B.Sc,  M.B.,  37,  Harley  Street,  W.     Trans.  6, 

C.C.  6. 
O.M.     Coupee,  John,  80,  Grosvenor  Street,  W.     (C  1874.) 

1875  CouPLAND,  Sidney,  M.D.,  16,  Queen  Anne  Street,  W.     (S.  1882-4,  C. 

1885-7,  V.-P.  1898-1901.)     Trans.  5,  C.C.  3. 

1886  Cousins,  John  Waed,  M.D.,  Riversdale,  Kent  Road,  Southsea.  Trans.  1. 
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Elected 
1882     CoxWELL,  C.  F.,  M.13.,  Brighton,  Melbourne,  Victoria.     Trans.  2. 

1897  Cbawfurd,  Raymond  H.  P.,  M.D.,   71,    Havley   Street,   Cavendish 

Square,  W.     C.C.3. 
1879     Ceipps,  William  Harrison,  2,   Stratford  Place,    W.     (C.  1886-8.) 

Trans.  3. 
1872     Critchett,  Sir  G.  Anderson,  21,  Harley  Street,  W. 
1877     Crocker,    Henry   Hadcliffe,    M.D.,    121,   Harley    Street,   W.     (C. 

1881-5.)      Trans.  16. 
1896     Chooke-Lawless,  W.  II.,  Surg.-Maj.  A.M.S.,  M.D.,  Guards'  Club,  S.W. 

1898  Crouch,  Herbert  Challice,  3,  Mount  Pleasant,  Fowey,  Cornwall. 

1905  Cunning,  Joseph,  M.B.,  B.S.,  77,  Wimpole  Street,  W.     Trans.  1. 
1893     Curtis,   Henry  Jones,  M.I).,  B.S.,   Memorial   Hospital,   Buluwayo, 

llhodesia.      C.C.I. 

1902  CuTHBERT,  Charles  Firmin,  2,  Burton  Street,  Gloucester. 

1872     Dalby,  Sir  William  Bartlett,  M.B.,  18,Savile  Bow,  W.     (C.  1879- 
81.)     Trans.  4. 

1896  Dalton.  Norman,  M.D.,  4,  Mansfield  Street,  Portland  Place,  W.     (C. 

1904-  .)     Trans.-A,  C.C.I. 

1898  Darley-Hartley,  William,  M.D.,  Seapoints,  Cape  Town,  S.  Africa. 

1893  Dauber,  John  Henry,  M.B.,  B.Ch.,  39,  Hertford  Street,  Mayfair,  W. 
1879     Davy,  Henry,  M.D.,  29,  Southernbay,  Exeter. 

1889     Dean,  Henry  Percy,  M.B.,  69,  Harley  Street,  W. 

1897  Deane,  John  Henry,  50,  Wall  wood  lload,  Leytonstone,  Essex. 

1899  De  Chazal,  Edmond  Lucien,  M.D.,  Port  Louis,  Mauritius. 

1903  Delbruck,  Raoul  Ernest,  M.B.,  13,  Buekinghaui  Gate,  S.W. 
1879  Dennis,  Frederic  S.,  M.D.,  542,  Madison  Avenue,  New  York,  U.S.A. 
1875  Dent,  Clinton  T.,   61,  Brook  Street,  W.    (C.  1884-6,  V.P.  1905-  .) 

Trans.  5.  C.C.  1. 
O.M.     Dickinson,  William    Howship,    M.D.,  10,  Stanhope  Place,  Marble 
Arch,  W.     (C.  1874-5,  V.P.  1888-9.)     Trans.  2. 

1894  Dickson,  Thomas  Hugh,  M.B.,  B.C.,  H.M.  Customs,  Lower  Thames 

Street,  E.C. 
1871     Diver,  Ebenezer,  M.D.,  95,  London  Road,  Portsmouth.    (C.  1890-2.) 
Trans.  1. 

1901  Douglas,  John  J.,  M.D.,  42,  Central  Hill,  Norwood,  S.E.     C.C.  1. 

1868  Drage,  Charles,  M.D.,  Hatfield,  Herts. 

1896     Drew,  Douglas,  M.D.,  B.S.,  1,  Harley  Street,  Cavendish  Square,  W, 
Trans.  1.      C.C.  1. 

1906  Drysdale,  J.  H.,  M.D.,  11,  Devonshire  Place,  W. 

O.M.     Duckworth,    Sir   Dyce,   M.D.,   LL.D.,  28,   Grosveuor   Place,   S.W. 
(C.  1875-7,  V.P.  1887-8,  P.  1891-2.)     Trans.  24,  C.C.  8. 

1902  Dudgeon,  Leonard  S.,6,  PowisGardens,Bayswater,W.  Trans.l,  C.C.2. 
1884     Duke,  Edgar,  11,  Wilbury  Pioad,  Hove. 

1869  Duke,  Ollivee  Thomas,  M.B.,  Surircon,  Bengal  Armv,  India 


List  of  Memhers.  xxix 

Elected 
1899     Duncan,  Andrew,  M.D.,  24,  Cliester  Street,  Grosvenor  Place,  S.W. 

Trans.  1. 
1889     Duncan,  John,M.D.,  St.  Petersburg. 
1889     Dunn,  Louis  Albert,  M.S.,  51,  Devonshire  Street,  Portland  Place,  W. 

(C.  1899-1902.)      Trans.  2,  C.C.  2. 
1884     Edmunds,  Walter,  M.C.,  2,  Devonshire  Place,  Portland  Place,  W.   (C. 

1902-5.)     Trans.  2. 
1899     EiD,  Alfred,  M.D.,  Cairo,  Egypt. 

1902     Elliot,  Andrew,  M.D.,  11,  Upper  Berkeley  Street,  Portman  Square,  W. 
1882     Emond,  Emile,  M.D.,  118,  Boulevard  Beauniarchais,  Paris. 
1902     English,  Thomas  Crisp,  B.S.,  31,  Grosvenor  Street,  W.     C.C.  1. 
1893     Evans,  Willmott  H.,  M.D.,  B.S.,  2,  Upper  Winipole  Street,  Cavendish 

Square,  W,     C.C.I. 

1888  EVE,   Frederic  S.,  61,   Harley    Street,  Cavendish  Square,  W.      (C. 

1899-1902.)      Trans.  6,  C.C.  10. 

1877  EWART,  William,  M.D.,  33,  Curzon    Street,  W.     (C.  1884-6,  V.P, 

1905-  .)     Trans.  5,  C.C.  4. 

1899  Fagge,   Charles  Herbert,  M.S.,   22,  St.   Thomas's   Street,   London 

Bridge,  S.E.     Trans.  1,  C.C.  1. 
1868    Fairbank,  Frederick    Royston,    M.D.,    Westcott,  Dorking,   Surrey. 

Trans.  2. 
1905     Fairbank,  Harold  A.  T.,  137,  Harley  Street,  W.     C.C.  1. 

1889  Fardon,  Edward  Ashby,  Middlesex  Hospital,  W. 

1900  Fawcett,  John,  M.D.,  66,  Wimpole  Street,  W.     Trans.  2,  C.C.  2. 
1902     Fedden,   Walter   Fedde,    M.B.,   M.S.,  20,   Lower  Seymour   Street, 

Portman  Square,  W. 
1902     Fennell,  Charles  Henry,  M.D.,  County  Asylum,  Hellingly,  Sussex. 

C.C.  1. 
1887     Fenwick,  E.  Hurry,  14,  Savile  Row,  W.     Trans.  2,  C.C.  2. 
1872     Fenwick,  J.  C.  J.,  M.D.,  Long  Framlington,  Morpeth. 

1893  Fenwick,  William  Soltau,  M.D.,  29,  Harley  Street,  W.   Trans.  2. 

1878  Field,  George  P.,  34,  Wimpole  Street,  W. 

1876     FiNLAY,   Prof.  David   White,  M.D.,  2,  Queen's  Terrace,   Aberdeen. 
(C.  1885-7,  S.  1891.)     Trans.  5. 

1894  Fletcher,  Herbert  Morley,  M.D.,  98,  Harley  Street,  W.  (C.  1906-  .) 

Trans.  1,  C.C.  1. 
1878     FONMARTIN,  Henry  de,  M.D.     (Travelling.) 
1905     Forsyth,  David,  M.D.,  24,  St.  Thomas's  Street,  London  Bridge,  S.E. 

1890  Foster,  Michael  G.,  M.D.,  M.A.,  Villa  San  Giovanni,  San  Remo,  Italy. 
1899  Fowler,  Charles  Owen,  M.D.,  Cotford  House,  Thornton  Heath,  Surrey. 
1881     Fowler,  James  Kingston,  M.D.  (Trustee),  35,  Clarges  Street,  W. 

(C.  1887-9, 1899-1902,  S.  1896-9,  V.-P.  1904-6.)    Trans.  4,  C.C.  6. 
1886     Fox,  R.  Hingston,  M.D.,  29,  Weymouth  Street,  Portland  Place,  W. 
C.C.  1. 
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Klectep 

1878  Fox,  Thomas  Colcott,  M.B.,  14,  Harley  Street,  W.    (C.  1888-90.) 

Trans.  7,  C.C.  2. 
1893     FoxwELL,  Aethue,  M.D.,  22,  Newhall  Street,  Birmingham. 

1902  French,  Herbert,  M.D.,  26,  St.  Thomas's  Street,  London  Bridge,  S.E. 

Trans.  1.     C.C.  1. 
1897     Feipp,  Sir    Alfred    DoWxVing,    C.B.,   M.V.O.,   M.S.,   19,    Portland 

Place,  W.     (C.  1904-  .)     Trans.  3. 
1899     FiJRTH,  Karl,  M.D.,  39,  Harley  Street,  W. 

1890  Fuller,  Henrx  Roxburgh,  M.U.,  45,  Curzon  Street,  W. 
1897     FuRNiVALL,  Percy,  28,  Weymouth  Street,  Portland  Place,  W. 

•   1891     Ftffe,  \V.  Kington,  M.B.,  B.C.,  19,  Duke  Street,  Manchester  Square, 

W.  (Travelling,  New  Zealand.)  Trans.  1. 
1895  Galloway,  James,  M.D.,  54,  Harley  Street,  W. 
1887     Garrod,    Archibald    Edward,    M.A.,   M.D.    (Hon.    Secretary),   9, 

Cliandos  Street,  Cavendish  Square,  W.     (C.  1898-1901,  S.  1905-  .) 

Trans.  5,  C.C.  7. 

1879  Garstang,  Thomas  Walter  Harropp,  Edge  Mount,  Altrincham. 

1903  Gates,  Edward  A.,  via  Palestro  A.,  Florence. 

1885    Gibbons,    Robert    Alexander,   M.I).,    29,    Cadogan    Place,   S.W. 

Trans.  1 
1893     GiBBS,  Charles,  48,  Queen  Anne  Street,  W.     C.C.I. 

1868  Glover,  James  Grey,  M.D.,  25,  Highbury  Place,  N.     (C.  1878-80. 

V.  P.  1892-4.)     Trans.  2. 

1893  Glover,  Lewis  G.,  M.B.,  B.C.,  17,  Belsize  Park,  Hampstead,  N.W. 
1875     Godlee,  Rickman  John,  M.S.,  19,  Wimpole  Street,  W.     (C.  1882-3, 

1887-9,  S.  1884-6,  V.P.  1895-8.)     Trans.  14,  C.C.  10. 

1901  GoFFE,  Eenkst  George  Leopold,  M.D.,  Western  Hospital,  Seagrave 
Road,  Fulham,  S.W. 

1882  GoLDiE,  Robert  William,  Hirst  House,  Hirst,  Morpeth,  Northumber- 
land. 

1878  GOLDING-BIRD,  C.  H.,  M.B.,  12,  Queen  Anne  Street,  W.  (C.  1887-9, 
V.-P.  1903-5.)     Trans.  18,  C.C.  1. 

1894  GooDALL,  Edward  Wilberforce,  M.D.,  Eastern  Hospital,  Homerton, 

N.E.     (C.  1904-  .)     Trans.  8. 
1875     Goodhart,    James    Frederic,   M.D.,   25,   Portland    Place,   W.     (C. 
1880-2,  V.P.  1897-1900.)     Trans.  14,  C.C.  2. 

1891  Goodman,  Roger  Neville,  M.B.,  Elmside,  Kingston-on-Thames. 

1869  Goodridge,  Henry  Frederick  Augustus,  M.D.,  10,  Brock  Street, 

Bath. 
1882     GoODSALL,  D.  H.,  17,  Devonshire  Place,  \V. 
1877     Gould,  A.  Pearce,  M.S.,  10,  Queen  Anne   Street,   W,     (C.   1885-7, 

1895-8,  S.  1892-5,  V.-P.  1898-1901.)     Trans.  14,  C.C.  9. 
1901     GowAN,  Bowie  Campbell,  Raven  Dene,  Great  Stanmore,  Middlesex. 
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Elected 
1875     GowEBS,  Sir  William  Richakd,  M.D.,  F.R.S.,  50,  Queen  Anne  Street, 

W.     (C.  1881-2,  V.-P.  1903-5.)     Trans.  5,  C.C.  1. 
1904     Gbaham,  Geohge  Hee13EHt,  M.D.,  14,  Old  Cavendish  Street,  W. 

1891  Gbant,  J.  DuNDAS,  M.l).,  18,  Cavendish  Square,  AV. 

1868  Geeen,   T.   Henet,   M.D.,   74,    Wimpole   Street,   W.       (C.   1877-9.) 

Tra7is.2,  C.C.  1. 
1875     Greenfield,  William  Smith,  M.D.,   7,  Heriot  Row,  Edinburgh.      (C. 

1881.)     Trans.  3. 
1893     GRIFFITH,  Walter  Spencee  Andeeson,  M.D.,  96,  Harley  Street,  W. 
1895     Gruhe,  Kael,  M.D.,  Neuenahr,  Germany.    Trans.l. 
1895     GuTHEiE,   Leonaed   Geoege,    M.D.,  15,   Upper  Berkeley  Street,  W. 

(C.  1906-  .)     Trans.  1,  C.C.  9. 

1887  Habeushox,  Samuel    Hebbeet,  M.D.,   88,   Harley   Street,   W.     (C. 

1901-4.)     C.C.  1. 

1900  Hadlet,  Wilfbed  J.,  M.D.,  33,  Queen  Anne  Street,  Cavendish  Square, 

W. 
1875     Hale,  C.  D.  B.,  3,  Sussex  Place,  W.     Tra7is.  1. 

1903  Hall,  John  Basil,  M.C,  31,  Manningham  Lane,  Bradford. 

1878     HALL,  F.  de  Havilland,  M.D..  47,  Wimpole  Street,  W,     (C.  1885-7, 

V.-P.  1904-6.)     Trans.  8,  C.C.  5. 
18S9     Halstead,  Geoege  Ezea,  M.D.,  B.S.,  Albion  Hill  House,  Ramsgate. 

1888  Ha>dfield-Jones,  Moktagu,  M.D.,  35,  Cavendish  Square,  W. 

1886     Handford,  Heney,  M.D.,G,  Regent  Street,  Nottingham.      (C.  1893-4.) 

Trans.  8,  C.C.I. 
1906     Hank,  Reginald  Geoege,  23,  Bluudell  Street,  Leeds. 

1904  HABBrEN,  John  English,  8,  Broad  Walk,  Buxton,  Derbyshire. 
1886     Haedie,  James,  M.D.,  15,  St.  John  Street,  Manchester. 

1890     Haepee,  James,  M.D.,  25,  Rosary  Gardens,  South  Kensington,  S.W. 
1872     Habbis,  Henet,  M.D.,  Trengweath,  Redruth,  Cornwall. 

1889  Habbis,  Heebebt  Elwin,  M.B.,  13,  Lansdowu  Place,  Victoria  Square, 

Clifton,  Bristol.     Trans.  1. 

1903  Haebis,  Wilfbed,  M.D.,  Gl,  Wimpole  Street,  Cavendish  Square,  W. 
Trans.  1,  C.C.  2. 

1881  Habbison,  Chaeles  Edwabd,  M.B.,  Queen  Alexandra  Military  Hos- 
pital, Millbank,  S.W. 

1892  Habbison,  Damee,  53,  Rodney  Street,  Liverpool.     Trans.  1. 

1901  Habtley,   Pebcital  Hoeton-Smith,  M.V.O.,  M.D.,   19,  Devonshire 

Street,  Portland  Place,  W. 

1869  HA  WARD,  J.  Waerington,  57,  Green   Street,  Grosvenor  Square,  W. 

(C.  1876-8,  1884-6,  S.  1881-3,  V.P.  1888.)     Trans.  15. 
1899    Hawkes,  Claude  Someetille,  Glencairn,  Wickbam  Terrace,  Brisbane, 

Queensland,  Austi'alia. 
1886     Hawkins,    Feancis    Henet,    M.D.,    73,    London    Street,    Reading. 

(C.  1902-5.)     Trans.  6,  C.C.  3. 
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Elbctbd 

1889  Hawkins,  Herbert  Pennell,  M.D.,  B.Ch.,  5G,  Portland  Place,  W. 

(C.  1900-3.)     Tra7is.  1. 

1890  Hawkins-Ambler,  George  Arthur,  30,  Rodney  Street,  Liverpool, 
1900     Hatward,  John  Arthur,  M.D.,  23,  The  Grange,  Wimbledon  Common, 

S.W. 
1903     Heath,  Philip  Matnard,  M.B.,  36,  Cavendish  Square,  W.     C.C.  1. 

1879  Henderson,    George   Courtenay,   M.D.,   Kingston,  Jamaica,  West 

Indies. 
1884     Herringham,  Wilmot    Parker,  M.D.,  40,  Wimpole  Street,  W.     (C. 

1894-7.)     Trans.  6,  C.C.  4. 
1874     HoLDERNESS,  WiLLiAM  Brown,  15,  Park  Street,  Windsor. 
1868     Holman,  Sir  Constantine,  M.D.,  26,  Gloucester  Place,  Portman  Square, 

W.  (C.  1894-7.) 
1878     Hood,  Donald  William  Charles,  M.D.,  43,  Green  Street,  Park  Lane, 

W.    (C.  1891-3.)  Trans.  1. 
1884     Horsley,  Sir  Victor,  M.B.,  F.R.S.,  25,  Cavendish  Square,  W,     (C. 

1894.)     Trans.  2,  C.C.  1. 

1895  Hough,   Charles   Henry,    The    Cottage,   Clappersgate,    Ambleside, 

Windermere. 

1880  HOVELL,  T.  Mark,  105,  Harley  Street,  W.     Trans.  1. 
1893     Howard,  R.  J.  Bliss,  M.D.,  31,  Queen  Anne  Street,  W. 
1898     Hulke,  Sydney  Backhouse,  Ivy  House,  Walmer,  Kent. 
1897     HuMPHRYS,  Charles  B.,  Eagle  House,  Blandford,  Dorset. 

1897    Hunt,  George  Bertram,  M.B.,  47,  Albemarle  Crescent,  Scarborough. 
Trans.  1,  C.C.  1. 

1892  Hunter,  William,  M.D.,  103,  Harley  Street,  W. 

O.M.     Hutchinson,  Jonathan,  P.R.S.,  15,  Cavendish  Square,  W.  (C.  1867-8, 
V.P.  1875-6.)     Trans.  14,   C.C.I. 

1896  Hutchinson,  Jonathan,  jun.,  15,  Cavendish  Square,  W.   (C.  1902-5. 

Trans.  6,  C.  C.  8. 

1893  Ionides,  Theodore  Henry,  M.B.,  B.S.,  25,  First  Avenue,  Brighton. 
1883     Jackson,  George  Henry,  Ashburton,  Carew  Road,  Eastbourne. 
O.M.     Jackson,   J.    Hughlings,  M.D.,  F.R.S.,   3,  Manchester    Square,  W. 

(C.  1872-3,  V.P.  1887.)     Trans.  2,  C.C.  1. 

1888  James,  James  Thomas,  M.D.,  30,  Harley  Street,  W. 

1901     Johnson,  Edward  Angas,  M.B.,  B.S.,  56,  Franklin  Street,  Adelaide, 
South  Australia. 

1889  Johnson,  Raymond,  M.B.,  B.S.,  11,  Wimpole  Street,  W.    (C.  1900-3.) 

Trans.  6,  C.C.  C. 
1893     Johnston,  G.  F.,  M.D.,  3,  Montagu  Place,  Montagu  Square,  W. 
1904    Jones,  A.  Ernest,  M.D.,  B.Sc,  13,  Harley  Street,  W. 
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Klected 
1903     Jones,  Ernest  Llotd,  59,  Truiupington  Street,  Cambridge. 
Jones,  Lawhence,  31,  Grosvenor  Street,  W. 
Jones,  Robert,  11,  Nelson  Street,  Liverpool.     Trans.  2. 
Jones,  Thomas  Ridge,  M.D.,  4,  Clieshain  Place,  S.W.     (C.  1892-3.) 
Jordan,  Furneaux,  10,  Fermlale,  Teigumoutli,  S.  Devon.     Trans.  1. 
JowEES,  Reginald  F.,  55,  Brunswick  Square,  Brighton. 
1878     Keetley,  Charles  Robert  Bell,  56,  Grosvenor  Street,  W.  (C.  1895-8.) 

Tra7is.  2. 
1898     Kellock,  Thomas  Herbert,  8,  Queen  Anne  Street,  Cavendish  Square, 

W.     (C.  1903-6.)     Trans.  4,  C.C.  7. 
1901     Kelynack,  Theo.  N.,  M.D.,  120,  Harley  Street,  W. 
1897     Keysee,  Charles  Ralph,  Cotswold  Sanatorium,  Stroud,  Gloucestershire. 

Trans.  1,  C.C. 5. 
1883     KiDD,  Percy,  M.D.,  60,  Erook  Street,  W.  (C.  1891-2,  1902-5,  S.  1899- 

1902.)     Trans,  o,  C.C.  10. 
Knagffs,  R.  Lawford,  B.C.,  27,  Park  Square,  Leeds.     Trans.  2. 
Lacey,  Thomas  Waener,  196,  Burrage  Road,  Plumstead. 
Lamplough,  Charles,  Kirkstall,  Alverstoke,  Hants. 
Lancaster,  Ernest   Le   Cronier,  M.B.,  B.Ch.,   Winchester   House, 

Swansea,  S.  Wales.     Trans.  2. 
Lane,  James  Ernest,  46,  Queen  Anne  Street, W.  (C.  1905-  .)   Trans. 1. 
Lane,  William  Aebuthnot,  M.B.,  M.S.,  21,  Cavendish  Square,  W. 

(C.  1893-6.)     Trans.  29,  C.C.  10. 
LANGTON,  John,  62,  Harley  Street,  W.     (C.  1878-80,  V.P.  1892-4, 

P.  1897-9.)     Trans.  5, 
Lankestee,  Heebeet,  M.D.,  Ingleborough,  Woking,  Surrey. 
Larder,  HEEBEET,WhitechapeI  Infirmary,  Vallance  Road,  E.     C.C.  1. 
Lawson,  Arnold,  M.D.,  12,  Harley  Street,  W. 
Leaf,  Cecil  H.,  M.B.,  75,  Wimpole  Street,  Cavendish  Square,  W, 
Lediard,  Henry   Ambrose,  M.D.,  35,  Lowther   Street,  Carlisle.     (C. 

1889,  V.-P.  1902-4.)     Trans.  5,  C.C.  1. 
Leech,  Peiestley,  M.D.,  King  Cross,  Halifax. 
Lees,  David   B.,  M.D.,  22,  Weymouth    Street,  W.    (C.  1885,  V.-P. 
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1896     Smith,  Ebenezer  Stanley,  M.D.,   68,   Wimpole    Street,   Cavendish 

Square,  W. 

1888  Smith,    Frederick  J.,  M.D.,  138,  Harley  Street,  W.     (C.  1905-     .) 

Trans.  2. 
1884     Smith,  R.  Percy,  M.D.,  36,  Queen  Anne  Street,  Cavendish  Square,  W. 

(C.  1898-1901.) 
1894    Smith,  Thomas  Rudolph,  M.B.,  B.C.,  25,  Bridge  Road,  Stocktou-ou- 

Tees. 

1893  Snape,  Ernest  Alfred,  M.D..  41,  Welbeck  Street,  W. 
1868     Snow,  William  V.,  M.D.,  Richmona  Gardens,  Bournemouth. 

1890  Solly,  Ernest,  M.B.,  Strathleu,  Harrogate,  Yorks.     C.C.I. 
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Elected 
1888     Spencee,  Waltee  Geobge,  M.S.,  M.B.  (Hon.  Secretarii),  35,  Brook 

Street,  W.  (C.  189G-9.     S.  1904-  .)     Trans.  \A^,  C.C.  \1. 
1885     Spicee,  Fuedeeick,  M.D.,  17,  Wimpole  Street,  Caveudish  Square,  W. 

1888  Spicee,    Robeet    Henet    Scanes,    M.D.,  28,   Welbeck    Street,    W. 

C.C.  1. 
1882     Spooxek,  Fhedeeick  Henry,  M.D.,  4,  Maitland  Place,  Lower  Clapton, 

X.E. 
1896     Spueeell,    Chaeles,    ileilieal   Superiuteiuleut,    Poplar    and    Stepney 

Sick  Asylum,  Devon's  Road,  Broniley-by-Bo\v,  E. 
1876     Squiee,  a.  Balhanno,  24,  Weymouth  Street,  W.     Trans.  5,  C.C.  4. 
1879     Staples,  Feancis  Patkice,  Brigade-Surgeon,  Army  (retired).  (Address 

uncouimunicated.) 

1896  Stewaed,    Fbancis    James,    M.B.,    B.S.,    125,    Harley    Street,    W. 

(C.1906-  .)      Trans. Z,  C.C.  1. 

1874  Stirling,  Edwabd  C,  il.D.  [care  of  Messrs.  Eldek  &  Co.,  7,  St.  Helen's 

Place,  E.C.],  Adelaide,  South  Australia. 
1899     Stone,  William  Gream,  M.D.,  93,  Denmark  Hill,  S.E.     C.C.  1. 

1884  Stonham,  Charles,  C.M.G..  4,  Harley  Street,  W.     C.C.  3. 

1878     Stettgnell,  Fkeuekice  William,  Grove  End  House,  Highgate  Road, 

HighgatcN.W.     (C.  1903-6.)     C.C.I. 
1878     Stnrge,    William   Allex,    M.D.,  29,   Boulevard    Duboucluige,   Nice, 

France. 
1894     Sutherland,  Geoege  A.,  M.D.,  73,  Wimpole  Street,  Cavendish  Square, 

W.     (C.  1906-  .)     Trans.  1,  C.C.  2. 
1882     Stmonds,  Chaetees  James,  M.S.  {Trustee),  58,  Portland  Place,  W.  (C- 

1888-9,  1901-4,  S,  1898-1901,  V.P.  1906-  .)    Trans.  12,  C.C.  23. 
1876     Stmonds,  Horatio  Percy,  35,  Beaumont  Street,  Oxford. 

1885  Tait,  Edward  Sabine,  M.D.,  48,  Highbury  Park,  N. 

1885  Tait,  Henry  Beewee,  Lincludeu,  Sunuyside  Road,  Hornsey  Lane,  N. 
1891  Tate,  Walter  William  Hunt,  M.D.,  32,  Queen  Anne  Street,  W. 

1886  Tat,  Waeen,  4,  Finsbury  Square,  E.C. 

1897  Taylor,  E.  Claude,  M.D.,  B.S.,  181,  Rosslyn  Hill,  Hampstead,  X.W. 

1875  TAYLOR,    Frederick,  M.D.,   20,  Wimpole  Street,  W.     (S.  1879-81, 

C.  1882-4,  V.P.  1894-7,  T.  1901-3,  P.  1903-5.)     Trans.  17,  C.C.  3. 

1889  Taylor,  Heney  Heebert,  10,  Brunswick  Place,  Hove,  Sussex. 

1890  Taylor,  James,  M.D.,  49,  Welbeck  Street,  W.     C.C.  3. 

1882     Taylor,  Seymour,  M.D.,  16,  Seymour  Street,  W.     Trans.  1,  C.C.  4. 

1885  Taylor,  W.  C.  Everley,  34,  Queen  Street,  Scarborough. 

1886  Teale,  Thomas  Peidgin,  M.B.,  F.R.S.,  38,  Cookridge  Street,  Leeds. 

(C.  1897-1900.) 
1896     Templeton,  Geoege,  M.B.,  10,  Seymour  Street,  Portman  Square,  W. 
1890    Thane,  Edgar  Herbert,  M.D.,  Wagga-Wagga,  New  South  Wales. 
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Elected 
188G     Thompsox,    Charles  Heebeet,  M.D.,  133,  Hailey  Street,  Cavendish 

Square,  W.      C.C.I. 
O.M.     Thompson,  Edmund   Symes,  M.D.,   33,  Caveudish   Square,   W.     (C. 

1880-2.)      Trans.  1. 
1897     Thomson,  H.   Campbell,   M.D.,   34,   Queen  Anne  Street,  Cavendish 

Square,  W.     C.C.  1. 
1894    Thomson,  StClaie,  M.D.,  28,  Queen  Anne  Street,  V\'.  T)-a7is.  2,  C.C. 9. 

1896  Thobne,  William  Bezly,  M.D.,  2,  Harley  Street,  W.     C.C.  2. 

1872     Thornton,    William    Pcgin,    35,   St.   George's    Road,   Canterbury. 
Trans.  5. 

1885  Thursfield,  Thomas   William,  M.D.,  Sehvood,  Beauchanip  Square, 

Leamington. 

1899  Tilley,  Herbert,  M.  D.,  89,  Harley  Street,  Cavendish  Square,  W.  C.  C.  2. 

1891  ToMSON,  W.  Bolton,  M.D.,  Park  Street  West,  Luton,  Bedfordshire. 

1897  TooGOOD,    F.    Shebman,    M.D.,    The    Infirmary,    282,   High    Street, 

Lewishani,  S.E. 

1892  Tooth,    Howaed    Henry,    C.M.G.,    M.D.,    34,    Harley    Street,    W. 

(C.  1905-  .)     Trans.   1. 

1887  Totsuka,  Kankai,  Tolcio,  Japan. 

1897  Tubby,   Alfred    Herbeet,   M.S.,   25,   Weymoutli    Street,   Porthuid 

Place,  W.     (C.  1905-  .)     Trans.  2,  C.C.  5. 

1900  TuLLis,  Geoege  Augustus,  M.D.,  Holnibush,  Grove  Eoad,  Southsea. 
1904     Tuenee,  George  Geey,  31,  0.\ford  Street,  Newcastle-on-Tyne. 

1882    Tuenek,  George  Robertson,  41,  Half  Moon  Street,  W.     (C.  1897- 

1900.)     Trans.  9.    C.C.  6. 
1904     Tuenee,  Philip,  M.S.,  8,  St.  Thomas's  Street,  London  Bridge.  S.E. 

1888  Tuenee,    Philip    Dymock,   M.D.,    Sudbury,   Ryde,   Isle   of   Wight. 

Trans.  2. 

1898  Tuenee,    William,   M.S.,   17,  Harley    Street,  Cavendish    Square,  AV. 

C.C.  1. 

1893  TuENEY,  HoEACE  George,  M.D.,  68,  Portland  Place,  W.     (C.  1906-  .) 

C.C.  5. 
1878     Tyson,  William  Joseph,  M.D.,  10,  Langhorne  Gardens,  Folkestone. 

(C.  1886-8,  V.-P.  1900-2.)     Trans.  8. 
1881     Uhthoff,  John  Caldwell,  M.D.,  Wavertree  House,  Brunswick  Place, 

Brighton.     (C.  1898-1901.) 
1868     Venning,   Sir   Edgcombe,   30,   Cadogan    Place,   S.\\'.      (C.   1876-8.) 

Trans.  2. 
1890    Voelckee,    Arthur  Francis,   M.D.,   B.S.,  101,  Harley  Street.  W. 

(C.  1900-3.)     Trans.  2,  C.C.  4. 
1868     Wagstaffe,  William  Warwick,  Purleigh,  St.  John's  Hill,  Sevenoaks. 

(C.  1878.) 

1886  WAINEWRIGHT,  Benjamin,  M.B.,  CM.  (address  uncomniunicated). 
1885     Wakley,  Thomas,  jun.,  16,  Hyde  Park  Gate,  S.W. 

1899  Walker,  Henry  Roe,  8,  Harley  Street,  W. 
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Elected 

1S96     Wallace,  CCTHBERT  Stdney,  M.B.,  26.  Upper  Wimpole  Street,  W, 
(C.  1902-5.)     Trans.  8,  C.C.  5. 

1890  Wallis,  Feedeeick   Chables,   M.B.,  B.C.,  107,  Harley  Street,   W. 

(C.  1902-5.)     Trans.  6,  C.C.  10. 
1888     Walters,    Fuedekice    Rufexacht,  M.D.,   Crookshury    Sanatorium, 

Fiirnliani,  Suriey.     C.C,  2. 
189G     Waed,  Edward,  M.B.,  30,  Park  Square,  Leeds.     IVans.  1. 
1904     Waeikg,  Holburt  J.,  M.S.,  37,  Wimpole  Street,  Cavenciisli  Square,  W. 
1888     Warner,  Peect,  Kydal,  Woodford  Green,  Essex. 

1891  Waterhouse,     Heebebt     Fubxivall,     M.D.,     CM.,     81,    Wimpole 

Street,  W .     (C.  1905-     ,) 
1902     Watsox,  Charles  Gordox,  44,  Welbeck  Street,  Caveudisli  Square,  W. 
C.C.  1. 

1896  WEBER,  Feed.  Pahkes,  M.D.,  19,  Harley  Street,  W.  Trans.  3,  C.  C.  12. 
O.M.     Weber,  Sir  Heemanx  D.,  M.D.,  10,  Grosveuor  Street,  W.   (C.  1867-71, 

V.  P.  1873-5.)     Trans.  9. 
1882     West,  Samuel,  M.D.,  15,  Wimpole  Street,  W.     (C.  1887-9.)     Trans. 

17,  C.C.o. 
1895     Wethered,  Fraxk  J.,  M.D.,  S3,  Harley  Street,  W. 
1874    Wheelhocse,  Claudius  Galex,  Cliffe  Point,  Filey,  Yorks.     Trans.  1. 
1891     White,  Charles  Peecival,  M.B.,  B.C.,  22,  Cadogan  gardens,  S.W. 

1882  White,   Edwix   Fraxcis,   Westlauds,   280,   Upper    Richmond   Road, 

Putney,  S.W. 
1890     White,  Gilbert  B.  Mowee,  M.B.,  B.S.,  112,  Harley  Street,  W. 

1883  White,  William  Hale,  M.D.  65,   Harley   Street,  W.     (C.  1887-9, 

1896-9,  S.  June,  1893-6,  V.P.  1906-  .)     Trans.  17,  C.C.  4. 

1883  White,  William  Hexey,  M.D.,  43,  Weymouth  Street,  W.     Tra7is.  1. 

C.C.I. 
1894    Whitelocke,  Richard  Hexry  Axglix,  M.B.,  CM.,  6,  Banbury  Road, 
Oxford. 

1897  Whitfield,  Arthur,  M.D.,  21,  Bentinck  Street,  Manchester  Square, 

W. 

1882  Whittle,  Edward  George,  M.D.,  9,  Regency  Squai-e,  Brighton. 

1871  Wight,  George,  M.B.,  CM.,  428,  Liverpool  Road,  X. 

1879  Wilcox,  Hexet,M.B.,  Xewlyn,  Fleet,  Hants. 

1894  WILKIN,  Griffith  Charles,  Conway  House,  Paignton,  South  Devon. 

1884  WiLLCOCKS,  Frederick,  M.D.,  14,  Mandeville  Place,  W.     C.C.  1. 
O.M.  Willett,  Alfred,  26,  Upper  Wimpole  Street,  W.     (C  1872-5,  V.P. 

1889-91.)  C.C.  2. 
1888     Williams,  Campbell,  18,  Queen  Anne  Street,  Cavendish  Square,  W. 

Trans.  2. 
O.M.     Williams,  Charles  Theodore,  M.V.O.,  M.D.,  2,  Upper  Brook  Street, 

W.     (C.  1877-9,  V.P.  1889-90.)     Trayis.  8. 
1888     Williams,  Dawson,  M.D.,  2,  Agar  Street,  Strand,  W.C      (C  1893-7.) 
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Elected 
1903     Williams,  Leonaed,  M.D.,8,  Yort  Street,  Portman  Square,  W.  C.C.  1 

1890  Williams,  W.  Roger,  Beaufort  House,  Clifton  Down,  Clifton,  Bristol. 
O.M,     Willis,  Fhancis,  M.D.,  The  Spa,  Braceborougb,  Stamford. 

1893  Wills,  Joseph  Peaece  Budgett,  M.D.,  Chintings,  Bexliill-on-Sea. 
1886     Wilson,  Albert,  M.D.,  1,  Belsize  Park,  N.W.    Trans.  1,  C.C.  2. 
1888    "Wilson,  Claude,  M.D.,  CM.,  Belmont,  Tunbridge  Wells.     (C.  1905-  .) 

Trans.  2. 

1891  WiLSON,THEODOEESTACET,M.D.,C.M.,27,Wheeley'8Road,  Edgbastou, 

Birmingham.     Trans.  2. 
1905     WiRGMAN,  C.   Wynn,  M.D.,  B.S.,  45,  Queen  Anne  Street,  Cavendish 

Squiire,  W. 
1890     Wood,  Neville,  42,  Elvaston  Place,  Queen's  Gate,  S.W. 
1879     Woodward,  George  P.  M.,  M.D.,  Deputy  Surgeon-General;  Sydney, 

New  South  Wales. 

1894  WooLLETT,  Charles  Jerome,  "  Ambleside,"  Streatham,  S.W. 
1884     Worts,  Edwin,  6,  Trinity  Street,  Colchester. 

1892  Wynter,  Walter  Essex,  M.D.,  B.S.,  27,  Wimpole  Street,  Cavendish 

Square,  W.     C.C.  4. 
1872     Yeo,  I.  Buenet,  M.D.,  44,  Hertford  Street,  W.    (C.  1881-3.)    Trans.  8 


[It  is  requested  that  any  cliange  of  Title  or  Besidence  he  com- 
municated to  the  Secretaries  before  the  1st  of  Jul i/ i7i  each  year,  in 
order  that  the  list  may  he  made  as  correct  aspossihle.^ 
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ORIGINAL  MEMBERS  (ALPHABETICALLY). 


Henry  Arnott. 

Richard  Barwell. 

Henry  Charlton  Bastian,  M.D.,  F.R.S. 

Sir    Wm.     Henry     Broadbeut,    Bart., 

K.C.V.O.,  M'D.,  F.R.S. 
Thomas  Bryant. 
Thomas  Buzzard.  M.D. 
Sir    William     Selby     Church,     Bart., 

Iv.C.B.,  M.D. 
Edward  Clapton,  M.D. 
John  Couper. 

William  Howship  Diclcinson,  M.D. 
Sir  Dyce  Duckworth,  M.D. 
Timothy  Holmes. 


Jonathan  Hutchinson,  F.R.S. 

J.  Hughlings  Jackson,  M.D.,  F.R.S. 

John  Langton. 

Arthur  Trehern  Norton,  C.B. 

Frederick  AVilliam  Pavy,  M.D.,  F.R.S. 

Sir    Richard    Douglas     Powell,   Bart., 

K.C.V.O.,  M.D. 
Sydney  Ringer,  M.D.,  F.R.S. 
Sir  Thomas  Smith,  Bart.,  K.C.V.O. 
Edmund  Symes  Thompson,  M.D. 
Sir  Hermann  D.  Weber,  M.D. 
Alfred  Willett. 

Charles  Theodore  Williams,  M.D. 
Francis  Willis,  M.D. 


ARRANGED  ACCORDING  TO  DATE  OF  ELECTION. 


1868  Sir  Constantine  Holman,  M.D. 
Christian  G.  H.  Baumler,  M.D. 
James  Grey  Glover,  M.D. 
T.  Henry  Green,  M.D. 
Howard  Marsh,  M.C. 
Charles  Prcntis. 
Sir  Edgcombe  Venning. 
John  Ford  Anderson,  M.D. 


1868  George  Granville  Bantock,  M.D. 
George  Charles  Bright,  M.D. 
Frank  W.  Cooper. 
Edward  Hooper  May,  M.D. 
William  Warwick  Wagstaffe. 
James  Edward  Pollock,  M.D. 
Franz  Oppert,  M.D. 
William  V.  Snow,  M.D. 
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1868  Charles  Diage,  M.D. 
Frederick      Royston      Fairbank, 

M.D. 
Michael  W.  Rice,  M.D. 

1869  J.  AVarrington  Haward. 

Henry  Frederick  Augustus  Good- 
ridge,  M.D. 
Olliver  Thomas  Duke,  M.B. 

1871  Alfred  Plavne,  M.B. 
George  Wight,  M.B. 
Ebenezer  Diver,  M.D. 

1872  I.  Burney  Yeo,  iM.D. 
Henry  Harris,  M.D. 
William  Pugin  Thornton. 
Sir  G.  Anderson  Critchett. 
J.  C.  J.  Fenwick,  M.D. 
Andrew  S.  Mvrtle,  M.D. 

Sir  William  Baiilett  Dalby,  M.B. ' 
Thomas  Ridge  Jones,  M.D. 
George  Slight,  M.D. 

1873  William  Julius  Mickle,  M.D. 
David  Lloyd  Roberts,  M.D. 
George  Henry  Savage,  M.D. 
Edwin  Chisliolm,  M.D. 
Thomas  Churton,  M.D. 

1874  John  Hammond  Morgan,  C.V.O. 
Edward  R.  Rowland. 
Claudius  Galen  Wheelhouse. 
Edward  C.  Stirling,  M.D. 

Sir     William     Henry     Bennett, 

K.C.V.O. 
William  Brown  Holderness. 
Andrew  Clark. 

1875  Sir     Thomas     Barlow,     Bart., 

K.C.V.O.,   M.D. 
Sidney  Coupland,  M.D. 
Clinton  T.  Dent. 
C.  D.  B.  Hale. 
Rickman  John  Godlee,  M.S. 
Artluir  Paul  Sherwood. 
James  Frederic  Goodhart,  M.D. 
Sir     William     Richard     Gowers, 

M.D..  F.R.S. 
AVilliam  Smith  Greenfield,  M.D. 
Sir  Shirlev  F.  Murphy. 
Herbert  W.  Page. 
Frederick  Tavlor,  M.D. 

1876  Arthur  E.  J.'Barker. 
Horatio  Percy  Symonus. 
A.  Balmanno  Squire. 
David  White  Finlay,  M.D. 
Furneaux  Jordan. 

R.  Clement  Lucas,  B.S. 
Georsre  Buckston  Browne. 


187G  Arthur  Edwin  Temple  Longhurst, 
M.D. 

1877  Robert  Hogarth  Clay,  M.D. 
A.  Pearce  Gould,  M.S. 
Henry  Radcliffe-Crocker,  M.D. 
David  B.  Lees,  M.D. 
William  Ewart,  M.D. 

Henry  Morris,  M.B. 

Henry  Ambrose  Lediard,  M.D. 

Bernard  Roth. 

Henry  Hugh  Glutton,  M.C. 

Malcolm  Alex.  Morris. 

1878  George  P.  Field. 
Thomas  AVarner  Lacey. 
Thomas  Colcott  Fox,  M.B. 

Sir  Felix  Semon,  C.V.O.,  M.D. 
Henrv  de  Fonmartin.  M.D. 
C.  H."  Golding-Bird,  M.B. 
Donald   AVilliam    Charles   Hood, 

M.D. 
Lord  Lister,  P.C,  O.M.,  F.R.S. 
F.  de  Havilland  Hall,  M.D. 
William  Allen  Sturge,  M.D. 
AVilliam  Josepli  Tyson,  M.D. 
Charles  Robert  Bell  Keetley. 
William      Appleton       Meredith, 

CM. 
Robert  Bridges,  M.B.,  M.A. 
Frederick  AVilliam  Strugnell. 

1879  William  Edward  Burton. 
James  Magill,  M.D. 

Edward  Markham  Skerritt,  M.D. 

Henry  Wilcox,  M.B. 

Sir  Stephen  Mackenzie,  M.D. 

William  Harrison  Cripps. 

Francis  Patrick  Staples. 

Geo.  Courtenay  Henderson,  M.D. 

Henry  Davy. 

Thos.  AValter  Harropp  Garstang. 

Charles  AV.  Mansell  Moullin. 

Jolni  Reuben  Lunn. 

George  P.  M.  AA^'oodward,  M.D. 

Robert  Peel. 

Frederic  S.  Dennis,  M.D. 

1880  T.  Mark  Hovell. 
Henry  Francis  Baker. 
Bernard  O'Connor,  M.D. 
Charles  Edward  Beevor.  M.D. 

1881  George  Henrv  Makins,  C.B. 
Robert  William  Burnet,  M.D. 
James  Kingston  Fowler,  M.D. 
Charles  Edward  Harrison,  M.B. 
Malcolm  Macdonald  McHardy. 
Rushton  Parker. 
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1881  Montagu  Lubbock,  M.D. 
William  Pasteur.  M.D. 
Jobn  Caldwell  UhtbofP,  M.D. 
Henvv  Trentham  Butlin. 

H.  a'.  Powell,  M.A. 

1882  George  Robertson  Turner. 
Eobert  William  Goldie. 
Frederick  Charles  Barker,  M.D. 
Daniel  Colquhoun,  M.D. 
Seymour  Tavlor,  M.D. 

Philip  Henrv  Bindley,  M.B. 
Edward  Georcre  Whittle,  M.D. 
D.  H.  Goodsall. 

Frederick  Henry  Spooner,  M.D. 
Frederick  Haycraft  Berry,  M.D. 
Herbert  Collier,  :\I.D. 
Samuel  West,  M.D. 
Emile  Emond,  M.D. 
Charters  James  Svmonds,  M.S. 
C.  F.  Coxwell,  M'B. 
Augustus  Joseph  Pepper.  M.B. 
Harrington  Sainsbury,  M.D. 
Edwin  Francis  AVhite. 

1883  Anthony  A.  Bowlby,  C.M.G. 
Percy  Kidd,  M.D. 
William  Henry  Wliite,  M.D. 
Hubert  ^Montague  Murray,  M.D. 
Robert  Fitzroy  Benham. 
William  Henry  Allchin,  M.D. 
John  Mitchell'Bruce,  M.D. 
William  Arbuthnot  Lane,  M.S. 
Bernard  Pitts. 

William  Hale  White,  M.D. 
William  Coode  Adams,  M.B. 
Robert  Leamon  Bowles,  M.D. 
George  Henry  Jackson. 
Thomas  Laurence  Read. 
Frederick  Thomas  Roberts,  M.D. 
Charles    Alfred    Ballance,   M.B. 
M.S. 

1884  Frederick  Willcocks,  M.D. 
R.  Percy  Smith,  M.D. 
Edgar  Duke. 
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EEPOET 

OE    THE 

COUNCIL    or   THE    CLINICAL    SOCIETY, 

MAY,  1906. 


THE  principal  feature  of  interest  in  the  history  of  the 
Society  during  the  past  year  has  been  the  part  taken 
by  the  Council  in  the  question  of  the  proposal  for  Amalga- 
mation. As  an  outcome  of  these  deliberations  a  Special 
General  Meeting  of  the  Society  was  held  on  November  21st, 
1905,  at  which  the  following  resolution  was  proposed, 
seconded  and  duly  carried  : — 

"  This  Special  General  Meeting  of  the  Clinical  Society 

expresses  its  concurrence  with  the  Resolution  adopted 

by    the    Council    of    the    Society    in    favour    of    the 

Amalgamation    of    the  various   Medical   Societies   of 

London,  provided  that  the  scheme  proposed  prove  to 

be  financially  feasible." 

The  number  and  quality  of  papers  read  have  been  well 

up  to  the  average,  and  the  cases  shown  on  clinical  evenings 

have  elicited   great   attention  and    interest    on    the    part   of 

members  who  came  to  inspect  them. 

The  Society  has  lost  by  death  four  Honorary  Members, 
Sir  John  Burdon  Sanderson  (also  a  Trustee),  Mr.  Christopher 
Heath,  Professor  Hermann  Nothnagel,  Professor  Johann 
Mikulicz- Hadecki,  and  one  Ordinary  Member,  Dr.  William 
Ogle  (of  Derby). 

Thirteen  Ordinary  Members  have  been  elected,  and  eleven 
members  have  resigned  membership.  There  are  1 5  Honorary 
and  589  Ordinary  Members  at  the  present  time. 
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COMMUNICATIONS. 


I. — The  Cystoscope  in  Diagnoses  of  Diseases  of  tlie 
Bladder  and  Kidneys.  Lesions  Illnstrated  by  an 
Opaque  Projector.  By  David  Newman,  M.D., 
F.F.P.S.a.Glasgow.     Bead  October  13,  1905. 

IT  is  not  my  purp<3se  to  read  a  formal  paper  this  evening,  but 
to  endeavour  to  demonstrate  the  morbid  aspects  of  the 
urinary  bladder,  with  special  reference  to  the  cystoscopic 
appearances  presented  by  the  mucous  membrane  of  thetrigon 
and  the  orifices  of  the  ureters  in  certain  diseases  of  the  kidney. 
I  shall  do  so  by  reference  to  cases  and  will  show  you  on  the 
screen  of  the  opaque  projector  the  appearances  as  nearly  as  I 
can  reproduce  them  artihcially.  I  shall  in  the  first  instance 
ask  your  attention  to  the  cystoscope  I  use  and  to  the  method 
I  employ  in  fixing  the  locality  and  measuring  the  area  of  a 
lesion.  Then  I  will  show  you  the  appearances  of  a  healthy 
bladder  and  demonstrate  some  of  the  most  obvious  lesions, 
such  as  hypera^mia,  tuberculous  ulceration,  varicose  veins, 
stone  partly  hidden  by  an  enlarged  prostate,  stone  at  the 
orifice  of  the  ureter,  papilloma  and  fibroma,  and  afterwards 
the  appearances  of  the  orifices  of  the  ureters  observed  in 
renal  calculus,  tuberculous  kidney,  pyonephrosis,  acute  ascend- 
ing ureteritis,  and  I  will  show  you  shoots  occurring  in  lufima- 
turia  and  pyuria. 

It  may  be  of  interest  to  you  to  see  my  original  electric 
cystoscope  (January  18,  1883)  which  is  still  armed  with  the 
first  electric  lamp  introduced  into  a  human  bladder.  Edison's 
incandescent  lamp  had  just  been  patented,  and  one  or  two 
of  them  were  sent  to  Glasgow  for  Sir  William  Thomson  (Lord 
Kelvin).  The  late  Mr.  White  showed  them  to  me  at  the 
time    I    was  struggling    with  the    difficulties    of    cystoscopy 
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with  reflected  lig-lit  and  I  at  once  appreciated  the  value  of 
direct  illumination.  Having  procured  a  lamp  (Fig.  1,  rand  a), 
I  had  it  fixed  at  the  end  of  a  thin  rod  e  through  which  run  the 
wires  c  and  d  from  two  Grove  cells,  and  supplying  a  current 
sufficient  for  a  one  candle-power  lamp.  The  rest  of  the  appa- 
ratus consists  of  a  speculum  and  the  catheters.  The  speculum 
is  represented  in  Figs.  2  and  3.     It  is  a  hollow  cone,  made  of 

Fig    1. 


vulcanite,  the  apex  (h  and  j)  of  which  is  movable,  and  the 
small  end  of  the  remaining"  portion  (g)  is  closed  with  a  small 
glass  disc.  The  apex  is  rotated  out  of  its  place  by  a  handle  (l). 
Tlie  method  of  using  these  instruments  is  as  follows  : 
"  The  bladder  is  first  Avashed  out  Avith  a  warm  solution  of 
boracic  acid,  so  as  to  remove  all  the  urine.  It  is  now  distended 
Avith  eio-ht  ounces  of  the  boracic  acid  solution,  and  the  electric 


lamp  is  introduced  through  the  urethra  AA'ithout  being  con- 
nected AA'ith  the  battery.  It  is  important  that  the  lamp 
should  be  introduced  before  the  circuit  is  completed,  as  if 
this  precaution  be  not  taken  the  lamp  is  apt  to  become 
lieated  and  may  crack  Avhen  it  is  passed  into  the  fluid  contents 
of  the  bladder.  Two  gum-elastic  catheters  (Xo.  2)  should 
now  be  passed,  and  after  them  the  speculum  is  introduced 
Avitli  the  coA'er  (h)  in  position  as  represented  in  Fig.  2.  The 
current  is  now  passed  through  the  lamp,  the  coA'er  (j)  of  the 
speculum  is  rotated,  as  represented  in  Fig.  8,  and  on  inspec- 
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tion  the  structures  forming-  the  floor  of  the  l)ladder  are  easily 
seen.  The  specukiin  should  be  passed  so  far  into  the  bladder 
that  the  small  end  closed  by  the  glass  disc  is  about  a  quarter 
of  an  inch  beyond  the  inner  orifice  of  the  urethra.  The 
ureters  are  easily  seen,  and  may  be  catheterised.  The 
bladder  is  then  allowed  to  empty  itself,  the  catheters  being 
retained  in  position,  and  the  urine  drawn  off  from  each 
kidney  separately.  This  method  is,  of  course,  only  applicable 
to  female  patients,  but  may  be  used  for  any  purpose  where  it 
is  found  necessary  to  examine  the  interior  of  the  bladder. 

When  the  bladder  is  w^ell  illuminated,  the  orifices  of  the 
ureters  are  easily  seen,  as  narrow,  oblique,  slit-like  openings, 
about  two  inches  aj^art  from  each  other.  These  openings  are 
situated  at  the  posterior  angle  of  the  trigon,  nearly  an  inch 
and  a  half  from  the  inner  orifices  of  the  urethra,  and  are 
united  b}'  a  curved  elevation,  which,  however,  extends  a  little 

Fig.  3. 


beyond   them.      The    elevation   referred   to    corresponds   in 
position  to  the  anterior  lip  of  the  os  uteri  externum.""^ 

With  this  simple  apparatus  I  succeeded  in  studying  the 
appearance  of  the  orifices  of  the  ureters  under  various 
conditions  of  health  and  disease  and  recognised  a  point  of 
considerable  importance  in  diagnosis,  namely  that  "When 
there  is  distinct  evidence  of  irritation  of  the  orifice  of  one 
ureter,  while  the  other  is  normal  in  appearance,  it  may  be 
safely  inferred  that  the  renal  lesion  is,  if  unilateral,  on  the 
side  of  the  morbid  ureter.^'  Since  1883  great  changes  have 
taken  place.  The  cystoscope  I  now  show  you  is  the  one  I 
use,  and  it  fulfils  the  following  requirements  :  (1)  Com- 
paratively small  lumen  of  the  stem,  so  that  the  instrument 
may  be  introduced  without  injury  to  the  uretln-a  or  to  the  neck 
of  the  bladder  ;  (2)  large  field  of  vision  and  a  clear  view ; 
(3)  easy  means  of  clearing  the  field,  should  it  become  obscure, 
without  removing  the  stem  of  the  instrument  from  the 
*  The  Diagnosis  of  Disease  of  the  Kidney  amenahle  to  Surgical  Treatment, "p.  26. 
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Fig.  4. 
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bladder;  (4)  good  illumination  without  danger  of  scalding 
the  mucous  membrane  of  the  bladder;  (5)  ease  in  sterilising 
the  instrument ;  (6)  facility  in  emptying  the  bladder^  should 
there  be  clamant  call  to  urinate,  without  necessitating  the 
removal  of  the  cystoscope  :  and  (7)  ability  to  demonstrate  to 
a  second  observer  the  object  seen  ;  (8)  means  of  steadying 
the  instrument  while  an  examination  is  being  made,  of  fixing 
the  prism  of  the  cystoscope  at  any  particular  point,  and  of 
defining  clearly  the  position  of  the  lesion. 

The  cystoscope  (Figs.  4,  5)  consists  of  two  distinct  parts, 
u  hollow  stem  (a)  which  is  introduced  into  the  bladder  and  re- 
tained there  as  long  as  may  be  required,  and  accessory  parts 
which  are  used  for  cleansing  the  bladder  or  for  observation. 
The  former  has  at  one  end  of  the  stem  a  cold  electric  lamp  (b) 
(Lowenstein's),  and  immediately  behind  the  lamp  is  a  window 
(c).  At  the  other  end  of  the  stem  is  a  pack-box  (d)  and 
a  collar  marked  by  the  degrees  of  a  circle.  Passing  from 
the  pack-box  at  right  angles  is  a  piece  of  metal  with  a  slot  in 
it  in  which  a  movable  handle  (  f)  may  be  fixed.  Before  the 
cystoscope  is  introduced  the  tube  (g)  is  passed  into  the  stem 
(a)  so  that  the  part  (h)  acts  as  a  shutter  to  the  window  (c). 
After  the  cystoscope  has  entered  the  bladder,  the  tube  (g)  is 
rotated  half  a  circle  or  slightly  withdi-awn,  and  the  cystoscope 
is  converted  into  a  wash-out  catheter.  The  double  action 
stopcock  (j)  should  then  be  fixed  to  the  tube  (i)  so  as  to  regu- 
late the  direction  of  the  flow  of  fluid.  A  rubber  tube  leading 
to  the  limb  (k)  should  contain  solution  under  fluid-pressure 
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of  a  two-feet  column  (Fig*.  5)  ;  Avhile  a  rubber  tube  leading 
from  (l)  should  contaiu  fluid  having  suction  of  a  two-feet  fall, 
the  former  for  ingress,  the  latter  for  egress  of  solution  from 

Fig.  5. 


bladder.  This  part  of  the  apparatus  practically  affords  a 
wash-out  catheter  by  which  the  bladder  is  cleansed  prior  to 
the   introduction   of  the  telescope  (m)   so  that  the  prism   (n) 
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comes  to  be  imniediately  opposite  the  window  (c).  The 
electrodes  are  introduced  into  tlie  openings  (o)  and  (?)  and 
the  circuit  completed  by  pressing  the  switch  (r)  against  the 
body  of  the  cystoscope,  the  lamp  is  lighted  and  the  observa- 
tion made.  Should  the  fluid  become  opaque  before  the 
examination  is  completed,  the  bladder  may  be  re-washed  by 
withdrawing  the  telescope  and  re-introducing  the  tube  (g) 
without  moving  the  stem  of  the  instrument  from  the  urethra. 
To  prevent  the  solution  froin  escaping  during  the  withdrawal 
of  the  auxiliary  parts  of  the  cystoscope  there  is  a  valve  at  (q). 
This  instrument  differs  from  the  ordinary  cystoscope  also 
in  that  two  eye-pieces  may  be  screwed  on  to  the  telescope  (o), 
one  (s)  single,  the  other  (t)  a  double  eye-piece.  In  the  latter 
the  image  is  reflected  into  the  second  eye-piece  at  right 
angles  to  the  shaft  of  the  telescope,  so  that  a  student  can  look 
through  the  second  eye-piece  {x)  while  his  instructor  is  making 
observations  through  the  fii'st  eye-piece  (y).  The  surgeon 
seats  himself  in  front  of  the  patient  in  the  usual  way,  and 
Avhile  he  is  making  an  inspection  of  the  bladder  and  describ- 
ing it  to  the  student,  each  feature  presented  is  as  clearly  seen 
by  the  second  party  as  by  the  first.  This  invention  greatly 
facilitates  instruction  in  cystoscopy.  The  instrument  is  also 
adapted  to  define  very  clearly  the  position  of  a  lesion.  The 
method  of  doing  this  I  shall  describe  presently.  The  cysto- 
scope is  pre-eminently  an  instrument  for  looking  with  and  to 
teach  the  method  of  using  it  we  must  appeal  to  the  eye  more 
than  to  the  ear.  I  shall,  therefore,  endeavour  to  give  you 
some  idea  by  means  of  this  model  of  what  is  seen  on  looking 
into  a  healthy  bladder. 

At  the  back  of  the  projector  I  have  placed  a  disc  with  an 
opening  three  inches  in  diameter,  so  that  only  a  portion  of  this 
large  diagram  is  illuminated  at  one  time  and  its  image  thrown 
upon  the  screen.  By  moving  the  diagram  I  can  show  you  in 
the  model  cystoscope  the  appearance  of  the  mucous  membrane 
bit  by  bit  just  as  it  is  seen  in  making  an  inspection  with  the 
cystoscope.  When  the  cystoscope  is  passed  into  the  bladder, 
tiie  prism  is  directed  forwards  in  relationship  to  the  patient, 
but  upwards  in  relationship  to  the  horizon,  so  that  when  the 
light  is  turned  on  the  flrst  object  which  attracts  attention  is 
an  air-bubble,  and,  as  I  shall  show  you  presently,  it  is  a  most 
useful  guide  in  locating  lesions.  If  the  patient  is  lying 
straight  on  his  back,  the  air-bubble  is  in  contact  with  the 
most  anterior  portion  of  the  bladder  in  the  middle  line.  1 
now   move    the    diao'ram    so    as  to  show  vou  the  conditions 
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presented  when  the  cystoscope  is  rotated  to  the  observer's 
left,  but  from  left  to  rig'ht  in  relation  to  the  patient.  The 
mucous  membrane  is  of  a  pale  pink  colour,  ramified  by 
arterioles,  and,  the  bladder  being-  distended  with  only  eight 
ounces  of  fluid,  folds  of  mucous  membrane  are  distinctly  seen. 
The  ridges  of  the  trigon  are  also  well  marked,  and  their  lips 
being  thick  and  pronounced,  the  orifices  of  the  ureters  are 
easily  detected.  The  area  of  the  trigon  is  smooth,  almost  free 
from  blood-vessels,  and  paler  in  colour  than  the  rest  of  the 
mucous  membrane.  So  far  as  you  have  seen  the  bladder  is 
normal,  but  if  we  make  a  further  examination  we  find  an 
ulcer  covered  by  a  white  slough. 

How  are  we  to  locate  the  position  of  the  lesion  ?  It  is  clearly 
not  on  the  floor  of  the  bladder  and  it  is  not  on  the  anterior 
wall.  It  first  comes  into  view  when  the  cystoscope  is  rotated 
souie  distance  to  the  right  of  the  perpendicular.  As  the  view 
obtained  by  the  cystoscope  includes  about  75  per  cent,  of  a 
circle  or  sphere,  it  is  impossible  to  define  for  descriptive 
purposes  the  limits  of,  the  ulcer  unless  an  exact  method  be 
followed.  I  have  had  considerable  difficulty  in  finding  a 
method  for  recording  the  situation  and  extent  of  lesions. 
Tlie  sphere  of  a  bladder  might  be  divided  as  the  face  of  a 
clock,  and  we  might  speak  of  an  ulcer  occupying  a  space 
corresponding  to  four  o'clock;  or  a  circle  might  be  made 
similar  to  the  mariner's  compass  and  we  might  record  the 
ulcer  as  being  S.E.  by  E.,  but  I  fear  to  a  landsman  that 
would  not  convey  a  very  clear  idea. 

The  plan  I  have  adopted  I  will  explain  in  a  few  words. 
You  will  observe  immediately  opposite  the  handle  (Fig.  4)  and 
fixed  to  the  metal  collar  within  which  the  cystoscope  rotates, 
thei"e  is  a  small  pointer  (w).  It  corresponds  in  position  to  a 
hair  line  in  the  cystoscope  which  is  thrown  on  the  prism.  This 
is  illustrated  in  the  model.  On  making  the  examination  the 
handle  is  allowed  to  rest  upon  the  operating  table  or  is  held 
by  an  assistant  and  is  maintained  in  a  perpendicular  position 
so  that  the  pointer  corresponds  exactly  to  the  middle  line  in 
front.  This  point,  which  we  may  call  the  meridian,  is  fixed. 
The  circumference  of  the  disc  is  graduated  into  180°  from 
right  to  left,  and  from  left  to  right  of  the  meridian,  so  that 
when  the  stem  (Fig.  4)  of  the  cystoscope  is  turned  round  to  the 
patient's  right  the  number  of  degrees  of  rotation  to  the  right 
are  recorded  on  the  register  by  the  pointer.  Making  the 
scale  180^  to  the  right  and  to  the  left  of  the  meridian  incurs  a 
danger  of  mistakes  in  recording,  the  observer's  right  being 


PLATE   I. 

Ilhxstrating  Dr.  David  Newman's  paper  on  the  Cjstoscope  in  Diagnoses 
of  Diseases  of  the  Bladder  and  Kidneys. 
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substituted  for  that  of  the  patient,  an  eiTor  veiy  easily  made; 
but  to  obviate  this  error  I  have  tlie  disc  coloured,  one  heniis- 
pliere,  the  right,  green,  starboard  according  to  ship's  lights, 
and  red,  port,  indicating  the  left  hemisphere;  that  is  to  say, 
"Nvhen  the  ])rism  is  looking  towards  the  right  side  of  the 
bladder,  the  pointer  is  covering  a  portion  of  the  green  semi- 
circle, whereas  when  the  prism  is  looking  towards  the  left 
liemisphere  of  the  bladder  the  pointer  is  covering  a  portion 
of  the  red  hemisphere  of  the  circle  register.  By  this  method 
not  only  are  we  enabled  to  fix  the  exact  position,  but  we  are 
also  aiforded  a  means  of  defining  its  limits  and  recording 
with  some  degree  of  precision  the  changes  observed  from 
time  to  time.  Let  me  illustrate  an  example  by  means  of  the 
model.  The  cystoscope  has  been  passed,  the  air-bubble  seen, 
the  hair  line  on  the  prism  is  made  to  correspond  to  the  centre 
of  the  air-bubble,  the  pointer  is  at  0,  the  stem  of  the  cysto- 
scope is  now  rotated  to  the  patient's  right  (the  observer's  left) 
and  a  search  is  made.  You  see  now  a  small  white  slough, 
the  centre  of  which  corresponds  to  the  hair  line  on  the  disc. 
On  looking  at  the  register  we  fina,  as  shown  by  the  pointer, 
that  the  cystoscope  has  been  rotated  110°  to  the  right  of  the 
meridian,  and  on  measuring  from  edge  to  edge  of  the  ulcer 
the  lesion  is  found  to  extend  between  105°  and  115°  to  the 
right  of  the  middle  line  in  front,  or  65°  to  75°  to  the  right  of 
the  middle  line  behind.  We  are  therefore  able  clearly  to 
define  the  longitude  of  a  lesion  and  approximately  measure 
the  degrees  of  the  sphere  of  the  bladder  occupied  by  it.  But 
to  define  the  latitude  is  more  difficult,  and  although  I  have 
tried  several  methods  I  have  not  yet  been  able  to  hit  upon  a 
reliable  one.  Before  showing  you  some  morbid  changes  seen 
with  the  cystoscope  in  renal  disease  I  shall  endeavour  to 
illustrate  one  or  two  of  the  more  easily  recognised  lesions  of 
the  vesical  mucous  membrane. 

Case  1  (Plate  I,  fig.  1).  — Hypertemia  of  the  bladder  in  a 
case  of  injury  to  the  medulla  oblongata.  The  mucous  mem- 
brane is  moderately  injected  and  thickened,  and  outside  the 
ridge  of  the  trigon  it  is  thrown  into  deep  folds,  the  ridge 
itself  is  unduly  prominent,  and  immediately  above  the  ureteral 
orifice  the  mucous  membrane  is  constricted  so  as  to  form  a 
distinct  neck,  the  lips  of  the  orifice  are  drawn  slightly  apart 
and  ai-e  of  a  bright  red  colour.  The  blood-vessels  are  more 
numerous  than  normal,  and  are  distended  unduly.  'J'his  is  a 
good  example  of  acute  hyperiemia,  brought  about  by  paralysis 
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of  the  vaso-motor  centres.  Tlie  patient  lived  for  tliree  days 
after  tlie  injury  to  the  inedulla,  and  during  that  period  he 
excreted  an  excessive  quantity  of  urine  of  low  specific  gravity. 
The  kidneys  showed  evidence  of  marked  hyperajniia,  the 
urine  contained  albumen,  some  blood-corpuscles,  but  no  tube 
cast  or  organisms,  and  it  could  be  evacuated  without  the  aid 
of  a  catheter.  This  seemed  to  indicate  that  while  the  vaso- 
motor nerve  supply  was  impaired,  the  sensory  and  motor 
nerves  supplying  the  bladder  were  unaffected  by  the  injury 
to  the  spinal  cord. 

Case  2  (Plate  I,  fig.  2).—  Early  tuberculosis,  with  ulcers  on 
the  lloor  of  the  bladder.  The  symptoms  were  veiy  insidious 
at  the  begining,  consisting  of  frequent  micturition,  evacuation 
on  an  average  every  two  hours,  and  pain  at  the  commencement 
and  at  the  end  of  the  act  only.  The  urine  was  generally  clear 
in  colour,  but  what  was  pissed  first  in  the  morning  contai:ied 
more  or  less  blood,  almost  no  pus,  and  no  organisms  could  be 
discovered  by  the  microscope.  At  this  time  (May,  1902)  the 
patient  appeared  to  be  in  perfect  health  beyond  the  troubles 
just  mentioned.  He  weighed  over  14  st.  and  had  a  good 
appetite.  Gradually  the  discomfort  increased,  and  by  August, 
1902,  the  irritation  was  so  great  that  he  was  confined  to  bed. 
Blood  was  occasionally  present  in  the  urine  but  not  in  large 
quantities  and  was  not  increased  by  exercise  nor  relieved  by 
rest.  Ten  examinations  were  made  for  tubercle  bacillus  up 
till  Aug'ust  25th,  with  neo-ative  results.  At  that  date  several 
groups  of  tubercle  bacilli  were  discovered,  and  subsequent, 
inoculation  experiments  pi-oved  the  presence  of  tuberculous 
infective  matter  in  the  urine.  A  cystoscopic  examination 
revealed  one  large  and  several  small  ulcers  occupying  the 
floor  of  tlie  bladder.  They  were  situated  within  the  area  of 
the  trigon.  The  largest  was  very  irregular  in  shape  (fig.  2) 
and  was  covered  by  a  white  slough,  while  the  margins  were 
deeply  injected  and  of  a  bright  red  colour.  The  smaller 
ulcers  were  rounded,  Avith  minute,  caseous  areas  in  their 
centre.  The  ureteral  orifices  were  strictly  normal  in  appear- 
ance, and  there  was  no  evidence  of  tuberculosis  in  either 
kidney.  Suprapubic  cystostomy  was  performed,  the  idcers 
curetted,  and  now  (April,  1905)  the  patient  can  retain  urine 
for  four  and  a  half  hours.  He  suffers  no  pain  or  discomfort 
and  the  urine  is  free  from  tuberculous  infective  matter,  as 
proved  by  repeated  inoculations  of  animals.  (May,  1906, 
free  from  recurrence.) 
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Case  3  (Plate  I,  fig.  3). — Recent  tuberculovis  deposit  cloi?e 
to  the  neck  of  the  bladder.  The  case  Avas  that  of  a  young 
lady,  aet.  19.  The  symptoms  did  not  point  to  any  serious 
bladder  lesion,  the  oidy  inconvenience  complained  of  being 
frequent  micturition.  The  urine  contained  a  trace  of  albumen, 
tubercle  bacilli  were  found  in  considerable  numbers,  it 
deposited  a  minute  C{uantity  of  pus,  but  no  tube-casts  were 
discovered.  The  kidneys  were  free  from  disease,  and  no 
evidence  of  tuberculous  disease  could  be  discovered  except 
in  the  bladder.  The  mucous  membrane  of  the  bladder  was 
moderately  injected,  and  the  vessels  in  its  Avails  were  more 
numerous  and  larger  than  normal.  Extending  along  the  floor 
of  the  bladder  from  a  little  below  the  orifice  of  the  left  ureter 
to  the  neck  of  the  bladder  there  was  a  pale  mass,  like 
oedematous  granulation  tissue,  and  in  it  a  number  of  small, 
white,  caseous  points  were  seen  ;  these  Avere  tubercles  just 
beginning  to  break  doAvn.  There  Avas  no  distinct  ulceration. 
Tavo  years  ago  the  urethra  Avas  dilated,  and  the  Avhole  of  the 
tuberculous  deposit  Avas  removed  Avith  a  curette.  The  bladder 
Avas  washed  out  regularly  for  ten  days,  after  Avhich  nitrate 
of  sih'er  solutions,  of  varying  strength,  Avere  injected  at  in- 
tervals. The  patient  made  a  good  recovery,  and  there  has 
been  no  recurrence  of  the  disease  (August,  1905).  (June, 
1906,  free  from  recurrence.) 

Case  4  (Plate  I,  fig.  4). — Advanced  ulceration  of  the  bladder, 
due  to  mixed  infection  by  tubercle  and  B.  coll.  The  case  Avas 
one  of  old-standing  tuberculous  disease  of  the  left  kidney, 
Avith  prolonged  and  profuse  })yuria  and  persistent  htematuria, 
severe  pain,  frequent  micturition,  and  constant  elevation  of 
temperature.  A  cystoscopic  examination  shoAved  marked 
hy])era)mia  of  the  mucous  membrane  nnd  distinct  prominence 
and  thickening  of  the  ridges  of  the  trigon,  pigmentation,  and 
advanced  tuberculous  ulceration  of  the  bladder.  The  A^as 
deferens  and  the  ureters  Avere  also  invoU'ed.  On  account  of 
great  irritation  even  Avith  the  assistance  of  an  anaesthetic  a 
cystoscopic  examination  Avas  obtained  Avith  difficulty.  The 
ulcers  at  the  base  of  thebladder  varied  greatly  in  appeara7ice. 
Most  of  them  Avere  circular  in  form,  surrounded  by  rings  of 
deeply  injected  mucous  membrane.  Some  Avere  covered  Avith 
blood-clot,  others  Avere  occupied  by  bright  yelloAv  sloughs, 
Avhile  one,  the  largest  of  the  group,  was  of  a  bright  green 
colour  and  had  an  irregular  yelloAv  ring  close  to  its  margin. 
The    Avhole    of    the   mucous    membrane    Avas    thickened    and 
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more  or  less  eroded.  The  arteries  were  mncli  distended 
and  there  Avere  several  submucous  hfemorrhage^.  On  the 
anterior  wall  of  the  bladder  there  was  a  rounded  muss,  not 
unlike  a  small  very  ripe  cherry,  and  on  its  most  prominent 
aspect  an  irregulai^-shaped  ulcer  covered  by  a  green  slough 
similar  to  the  one  just  described. 

Cask  5  (Plate  I,  fig.  5). — The  mucous  membrane  is  pale 
in  colour  and  two  tuberculous  caseous  nodules  are  seen,  the 
smaller  one  pear-shaped,  the  larger  long,  oval.  These,  the 
only  tuberculous  lesions  in  the  bladder,  were  curetted  (June, 
1903)  with  a  successful  result.  Tubercle  bacilli  got  by 
inoculation  and  microscopic  examination. 

Case  6  (Plate  I,  fig.  6). — Rounded  phosphatic  stone  lying 
close  to  the  orifice  of  the  left  ureter.  'l"he  mucous  membrane 
of  the  bladder  is  thrown  into  very  distinct  folds,  immediately 
outside  the  ridge  of  the  trigon.  There  is  marked  hyper?emia 
and  a  considerable  thickening  of  the  mucous  membrane. 
The  ureter  opening  shows  evidence  of  considerable  irritation 
and  the  muscular  wall  is  markedly  hypertrophied.  The  stone 
is  very  distinct  and  requires  no  description. 

Case  7  (Plate  II,  fig.  7). — Encysted  stone  in  which  Avithont 
the  assistance  of  the  cj'stoscope  the  calculus  would  probably 
have  escaped  observation.  'The  mucous  membrane  of  the 
bladder  is  practically  normal.  The  colour,  except  immediately 
around  the  opening  of  the  saccule,  is  pale,  but  the  lips  of  the 
opening  are  deeply  congested,  rounded,  thickened,  and  in 
contrast  to  the  bright  red  lips  of  the  opening  a  pale  Avhite 
object  is  seen.  In  such  cases  the  diflficulty  is  to  determine 
whether  such  a  white  object  is  a  stone  or  a  tubercular  ulcer 
covered  with  a  slough,  but  by  passing  the  finger  into  the 
rectum  or  the  vagiua,  while  at  the  same  time  observing 
through  the  cystoscope,  if  the  object  is  a  stone  the  bladder 
wall  is  pushed  forward  to  a  degree  represented  by  the  size  of 
the  stone  and  not  by  that  of  the  point  of  the  finger. 

Case  8  (Plate  II,  fig.  8).— Papilloma  of  the  bladder.  The 
patient  was  a  man  of  advanced  years,  but  Avas  free  from  any 
])rostatic  enlargement  or  inflammatory  disease  of  the  bladder. 
To  Avithin  six  Aveek  of  my  seeing  him  he  enjoyed  good  health, 
Avith  the  exception  of  occasional  attacks  of  painless  hannaturia. 
In  the  middle  of  June,  1904,  he  first  complained  of  difiiculty 
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in  micturition  and  pain.  This  was  referred  to  the  urethra 
and  was  limited  to  the  beginning-  of  the  act.  When  the 
sti'eam  had  properly  begun  the  pain  diminished  but  again 
became  severe  on  completion  of  micturition.  At  this  time 
he  noticed  that  the  urine  contained  a  larger  quantit\'of  blood, 
which  steadily  increased  in  amount  till  I  saw  him,  at  the  end 
of  August.  At  that  time  he  was  passing  not  only  blood  but 
small  clots  and  he  told  me  that  he  had  been  passing  urine 
every  hour  and  a  half  during  the  day  and  five  or  six  times 
during  the  nio-ht. 

On  examination  of  the  bladder  under  chloroform  a  papil- 
loma was  seen  almost  immediately  above  the  neck  of  tlie 
bladder.  The  growth  was  pale  in  colour,  looked  soft,  was 
translucent  and  floated  freely  in  the  solution.  Xo  vessels 
•were  seen  ramifying  upon  its  surface,  but  the  mucous  mem- 
brane behind  it  was  deeply  congested.  The  introduction  of 
the  cystoscope  did  not  cause  any  bleeding,  but  lo  the  left  of 
the  growth  a  mass  of  partly  decolorised  blood-clot  was  seen 
firmly  adherent  to  the  bladder  wall.  The  rest  of  the  bladder 
did  not  present  any  changes  worthy  of  note.  The  papilloma 
was  removed  and  the  patient  made  a  good  recovery. 

Case  9  (Plate  II,  fig.  9). — Sarcoma  of  bladder.  This 
tumour  of  the  bladder  is  very  rare.  The  case  was  one  of  a 
man  dst.  26,  Avho  had  been  operated  upon  several  times  for 
"recurrent  fibroids,"  one  on  the  right  knee,  a  second  on  the 
hip,  and  a  third  on  the  right  lumbar  region.  AVhen  I  saw 
him  for  the  first  time  there  -svere  seven  such  tumours  below 
the  level  of  the  waist,  and  one  over  the  left  shoulder  in  front. 
He  complained  of  frequent  and  painful  micturition,  and  had 
occasional  attacks  of  htematuria.  Cystoscopic  examination 
revealed  a  large  rounded  tumour  on  the  anterior  wall  of  the 
bladder.  In  colour  the  surface  was  mottled  blush-red,  and 
there  was  an  irregular,  lozenge-shaped,  pale  blue  patch  almost 
in  the  centi-e ;  over  the  surface  there  was  a  large  number  of 
small  capillaries.  The  mucous  membrane  was  deeply  injected 
and  the  vessels  dilated. 

Case  10  (Plate  II,  fig.  10). — Pedunculated  fibroma  on 
anterior  wall  of  bladder,  removed  by  suprapubic  cystostomy. 
The  mucous  membrane  was  deeply  injected.  The  urine  was 
noi-mal,  except  on  three  occasions,  when  it  contained  blood ; 
the  last  hematuria  was  considerable,  and  led  to  a  cystoscopic 
examination,  when  the  tumour  Avas  discoverd. 
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Having  shown  you  these  lesions  in  the  bladder,  may  I  now 
ask  your  attention  to  some  of  the  appearances  presented  by 
the  orifices  of  the  ureters  in  impacted  ureteral  calculus. 

Case  11  (Plate  II,  fig.  11). — Stone  impacted  at  the  orifice 
of  the  left  ureter.  The  mucous  membrane  of  the  bladder  is 
unusually  dark  in  colour  and  the  lower  part  of  the  ureter  is 
somewhat  club-shaped  and  in  the  dilated  orifice  a  stone  about 
the  size  of  a  horse-bean  is  seen  impacted.  The  symptoms  of 
the  case  were  more  those  of  vesical  calculus  than  of  ureteral 
obstruction,  and  this  circumstance  is  to  some  extent  explained 
by  the  irregular  form  of  the  stone.  Had  the  calculus  been 
rounded  and  smooth,  probably  it  would  have  led  to  more 
complete  obstruction  than  it  did,  the  irregularity  in  the  form 
of  its  walls  permitting  the  passage  of  urine.  It  -was  Avith  the 
expectation  of  finding  a  stone  in  the  bladder  that  I  made  the 
cystoscopic  examination,  but  at  once  saw  that  the  calculus 
was  firmly  impacted  in  the  ureter  and  it  could  be  detected 
by  a  rectal  examination.  Suprapubic  operation  was  performed 
and  the  calculus  extracted  from  the  ureter. 

Case  12  (Plate  II,  fig.  12,  Plate  III,  fig.  13).— In  this  case 
the  calculus  had  been  impacted  in  the  ureter  for  many  months 
without  giving  rise  to  any  serious  symptoms,  the  patient  being 
aole  to  followhis  usual  occupation  except  for  short  periods Avhen 
the  pain  -was  most  severe.  The  attacks  occurred  at  irregular 
intervals  during  the  last  three  years.  On  cystoscopic  examina- 
tion round  the  orifice  of  the  ureter  the  mucous  membrane  was 
darker  in  colour  than  elsewhere,  the  lips  were  very  sharply 
defined  and  the  orifice  between  the  lips  was  of  a  bright 
scarlet  colour  but  was  regular  and  clearly  defined  (fig.  12). 
The  mucous  membrane  of  the  bladder  was  practically  healthy, 
but  on  account  of  some  enlargement  of  the  middle  lobe  of  the 
prostate  the  examination  was  difficult.  An  X-ray  photograph 
taken  at  this  time  showed  a  shadow  at  a  point  corresponding 
to  the  union  of  the  lower  and  middle  third  of  the  ureter. 
On  September  10  the  patient  passed  an  irregular-shaped 
calculus  about  the  size  of  a  horse-bean.  The  same  day 
another  X-ray  photograph  was  taken,  when  the  shadow  shown 
in  the  first  photograph  was  seen  to  have  disappeared.  On 
the  11th  the  mucous  membrane  of  the  bladder  was  found  to 
be  practically  healthy.  The  orifice  of  the  right  ureter  was 
normal,  that  of  the  left  considerably  dilated,  of  a  long  oval 
shape,  with    the    margins    slightly  thickened  and   irregular. 
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Close  to  the  middle  of  the  upper  lip  there  ■was  a  submucous 
hiBuiorrhag-e  and  a  similar  s])ot  was  seen  on  the  margin  of 
the  lower  lip  (fig.  13) .  No  blood  was  seen  escaping  from  the 
ureter.  Considering  the  size  of  the  stone  and  that  the  ex- 
amination was  made  almost  immediately  after  the  calculus 
was  passed,  one  is  rather  surprised  that  there  was  not  more 
laceration  of  the  lips  of  the  orifice. 

Case  13  (Plate  III,  fig.  14). — History  of  repeated  attacks 
of  renal  colic  without  suppression  of  urine,  but  followed  by 
luematuria  ;  marked  irritation  of  the  bladder,  frequent  but 
not  painful  micturition,  and  latterly  almost  constant  presence 
of  blood;  no  renal  symptoms;  swelling  in  bladder  diagnosed 
as  a  tumour,  but  at  operation  discovered  to  be  a  small  calculus 
included  in  mucous  membrane  of  bladder.  J.  H.,  aet.  35,  a 
nmrine  engineer,  first  suffered  from  renal  colic  on  a  home- 
ward voyage  from  India  in  December,  1893,  The  first  attack 
lasted  for  about  twenty-four  hours  only.  Complete  relief 
from  pain  followed,  and  lasted  for  seven  weeks.  Travelling* 
from  London  to  Leeds  brought  on  a  second  seizure,  which 
lasted  for  five  hours,  but  although  shorter  in  duration  the 
suffering  was  more  severe  in  this  than  in  the  first  attack,  and 
when  the  pain  passed  off  the  patient  noticed  that  the  urine 
contained  Llood.  Dui-ing  1894  the  patient  suffered  from 
seven  attacks,  three  of  which  were  followed  by  hfematuria. 
At  no  time  were  there  any  symptoms  suggestive  of  suppres- 
sion of  itrine  or  of  hydronephrosis.  Towards  the  end  of 
1894  the  patient  complained  greatly  of  frequent  micturition; 
during  the  act  he  suffered  little  or  no  pain,  but  on  many  occa- 
sions blood  appeared  in  the  urine  in  moderate  quantities. 
Only  twice  could  the  htematuria  be  described  as  profuse. 
There  were  no  symptoms  pointing  to  any  renal  lesion,  nor  could 
swelling  or  tenderness  be  made  out  in  either  lumbar  region.  No 
information  was  gained  by  rectal  examination.  No  tube-casts 
and  no  albumen  were  present  in  the  urine  except  those  derived 
from  the  blood.  A  cystoscopic  examination  showedthe  presence 
of  a  rounded  swelling  immediately  over  the  orifice  of  the  right 
ureter,  about  the  size  of  a  small  chei'ry,  very  vascular  on  the 
surface,  but  smooth  and  free  from  ulceration.  The  SAvelling  was 
diagnosed  as  a  fibroma  of  the  bladder  pressing  upon  the  orifice 
of  the  ureter  and  so  causing  an  obstruction  to  the  escape  of 
urine.  Suprapubic  cystotomy  Avas  performed,  and  the  swell- 
ing was  seized  with  ring  vulsellum  forceps.  Immediately 
pressure  was  made  the  swelling  cracked,  and  a  little  traction 
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brought  away  a  calculus  aud  a  thin  but  complete  covering  of 
iinicous  membrane  as  shown  in  tig.  14. 

Case  14  (Plate  HI,  fig.  15). — Descending  ureteritis  in  a  case 
of  pyonephrosis  with  calculus  impacted  in  the  left  ureter  three 
inches  above  the  bladder.  The  case  was  one  in  which  the 
jiatient  suffered  from  renal  symptoms  for  nearly  ten  j^ears  and 
when  first  seen  by  me  there  was  a  large  accumulation  of  pus 
in  the  left  kidney.  The  pus  generally  escaped  freely ;  at  other 
times  it  appeared  in  the  urine  as  flakes  or  threads^  and  micro- 
scopic examination  of  the  deposit  demonstrated  the  presence  of 
large  spheroidal  granular  cells,  degenerated  epithelium,  and 
a  few  blood-corpuscles.  For  many  years  there  was  no  very 
marked  vesical  disturbance,  micturition  was  not  unduly  fre- 
quent, and  the  urine  was  acid,  and  on  standing  usually  the  pus 
was  precipitated  rapidly  and  separated  clearly  from  the  super- 
natant fluid.  For  some  tiuie  prior  to  the  time  the  patient  con- 
sulted me  almost  no  pus  had  appeared  in  the  urine,  but  the 
pain  in  the  left  renal  region  had  steadily  increased,  Cysto- 
scopic  examination  showed  marked  hypertemia  of  the  mucous 
membrane  of  the  bladder  and  considerable  dilatation  of  the 
vessels  in  the  neighbourhood  of  the  left  ureter.  At  the  first 
examination  no  urine  or  pus  could  be  seen  escaping  from  the 
ureter,  but  at  a  second  examination  masses  of  a  purulent  dis- 
charge were  exuded  from  the  ureter  occasionally  and  assumed 
the  form  and  appearance  of  cheese  maggots.  These  curled  up 
and  fell  to  the  floor  of  the  bladder,  where  they  lay  and  could 
be  seen  easily  by  the  cystoscope.  In  evacuation  of  urine, 
however,  they  were  broken  up  and  mixed  with  the  stream. 
The  lips  of  the  orifice  were  considerably  thickened,  and 
immediately  above  the  outer  angle  there  was  a  distinct  depres- 
sion and  marked  pigmentation  of  the  mucous  membrane.  A 
little  above  this  point  a  large  vessel  was  seen  on  the  surface, 
and  at  a  point  where  it  forked  into  two  branches  there  was  an 
elevation,  but  not  very  pronounced.  Nephrotomy  was  pei*- 
formed  and  a  large  quantity  of  thick,  almost  putty-like,  pus 
was  evacuated. 

Case  15  (Plate  III,  hg.  16). — Recent  ascending  ureteritis. 
This  is  a  case  of  acute  septic  infection  of  the  l)ladder  conse- 
quent upon  the  incautious  use  of  catheters  after  an  operation 
for  ruptured  perineum. 

The  patient  suffered  from  retention  of  urine  and  a  district 
nurse  was  entrusted  by  the  doctor  to  pass  a  catheter  when 
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required.  Ten  days  after  the  patient  (a  Avoman  a3t.  25)  was 
admitted  into  the  Royal  Infirmary.  The  mucous  membrane 
of  the  bladder  was  soft  and  swollen,  almost  oedematous-look- 
ing,  and  presented  a  peculiar  glistening,  waxy  appearance. 
The  ridge  of  the  trigon  was  rounded  and  smooth  and  the 
orifice  of  the  ureter  appeared  like  a  red  spot  in  the  centre  of 
a  pale  pinkish  circular  area  surrounded  by  a  dark  ring  of 
deeply  pigmented  mucous  membrane.  The  margins  of  the 
orifice  were  slightly  ulcerated.  The  flow  of  urine  from  the 
kidney  could  not  be  perceived  as  distinct  shoots,  and  probably 
escaped  in  a  continuous  stream. 

Case  16  (Plate  III,  fig.  17). — Periureteritis  from  a  case  of 
chronic  pyonephrosis.  The  case  was  one  of  old-standing  sup- 
purative disease  of  the  left  kidney,  culminating  in  complete 
obstruction  to  the  left  ureter.  Before  I  saw  the  patient 
nephrotomy  had  been  performed,  but  the  wound  was  not 
draining  well.  I  enlarged  the  opening  and  in  doing  so  found 
the  kidney  to  be  about  the  size  of  a  cocoanut,  riddled  with 
cavities  and  firmly  adherent  to  the  adjacent  parts.  On 
draining  the  kidney  by  a  special  method  for  about  eight 
months,  for  the  first  four  months  almost  no  urine  escaped  from 
the  ureter,  but  after  that  time  occasional  floods  of  purulent 
urine  found  its  way  into  the  bladder.  With  the  first  examina- 
tion with  the  cystoscope  the  ureteral  orifice  was  contracted  to 
a  pin-head  opening,  the  vesical  mucous  membrane  was  deeply 
injected,  swollen,  and  thrown  into  deep  folds.  The  ridges  of 
the  trigon  were  very  distinctly  marked  and  immediately  below 
the  orifice  of  the  left  ureter  the  mucous  membrane  was 
deeply  pigmented.  No  shoots  of  urine  were  seen  to  escape. 
After  the  kidney  had  been  drained  for  six  months  another 
examination  was  made,  when  the  inflammation  of  the  bladder 
was  found  to  have  subsided  and  the  orifice  of  the  ureter  was 
considerably  wider  than  fomnerly.  About  once  in  three 
minutes  a  shoot  of  purulent  urine  was  seen  to  escape.  The 
kidney  was  excised  and  the  ureter  wall  was  found  to  be  greatly 
thickened  and  the  lumen  contracted.  The  walls  were  infiltrated 
with  firm  connective  tissue.  The  mucous  membrane  was 
eroded  and  the  ureter  was  firmly  adherent  to  the  surrounding 
parts,  while  it  was  with  great  difiiculty  that  the  kidney  could 
130  separated  from  the  diaphragm  and  the  posterior  abdominal 
wall. 

Case   17  (Plate  III,  fig.  IS). — Case  of  recent  acute  pyo- 
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nephrosis,  with  temporary  obstruction  due  to  calculus.  Tlie 
mucous  membrane  of  the  bladder  was  dark  in  colour  and 
the  vessels  unduly  prominent.  While  at  rest  the  orifice  of 
the  ureter  appeared  like  a  saucer-shaped  depression  in  the 
mucous  membrane  of  the  bladder,  the  hollow  of  the  saucer 
being  of  a  bright  red  colour,  while  the  lip  was  of  a  pale  pink, 
so  as  to  form  almost  a  complete  ring,  the  ring  being  deficient 
only  at  its  lowermost  part.  Immediately  before  a  shoot 
occurred  the  orifice  of  the  ureter  assumed  a  pear-shaped  form 
(fig.  18),  the  upper  margin  of  the  opening  corresponding  to 
the  lai'ge  end  of  the  pear.  You  will  see  in  the  projector's 
screen  the  movement  taking  place  and  a  shoot  of  urine 
escaping. 

I  will  now  show  you  shoots  of  blood  and  pus  escaping 
from  the  ureter  under  different  conditions. 

In  health  the  urine  collects  slowly  above  the  closed  sphinc- 
ters at  the  orifices  of  the  ureters,  and  at  intervals  is  thrown 
by  squirts  with  considerable  force  into  the  bladder.  The 
length  of  the  intermission  depends  upon  the  activity  of  the 
kidney.  Under  favourable  circumstances  about  ten  to  fifteen 
drops  are  ejected,  alternately,  from  each  ureter  every  thirty  or 
forty  seconds.  By  carefully  watching  the  line  of  the  ureter,  the 
portion  coursing  through  the  wall  of  the  bladder,  the  part 
immediately  above  the  sphincter,  will  be  seen  gradually  to 
distend.  Immediately  before  the  urinary  squirt  appears  the 
expanded  duct,  looking  in  form  not  unlike  a  miniature 
engorged  leech,  is  drawn  slowly  upwards  and  outwards.  It 
gives  a  sudden  wriggle,  its  muscular  fibres  contract,  the 
sphincter  is  forced  open,  and  the  contents  are  ejected.  The 
urine,  as  it  is  thrown  into  the  bladder,  forms  a  distinct  jet 
which  shoots  downwards  and  inwards.  The  spurt  occupies 
about  two  seconds.  The  form  of  the  spout  can  be  seen  most 
easily  in  cases  of  renal  ha^maturia.  The  aspect  of  the 
orifices  of  the  ureters  individually  and  in  relation  to  each 
other  is  important  to  observe.  It  may  be  stated  as  a  general 
observation  that  when  the  appearance  of  the  orifice  of  one 
ureter  is  altered  while  that  of  the  other  is  normal  the  renal 
lesion  is  on  the  side  of  the  morbid  ureter.  And  again,  if  the 
number  of  the  urinary  shoots  be  counted  within  a  given  time, 
as  they  occur  from  each  side,  and  a  marked  difference  is 
observed,  the  side  on  which  most  shoots  are  seen  is  either  the 
site  of  considerable  local  irritation  or  is  the  most  active  organ 
functionally.  When  due  to  morbid  irritation  the  shoots  not 
only    succeed  one  another    rapidly,    but    they    are    of    short 
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duration,  and  the  nrino  -svliich  escapes  is  small  in  qnantitv, 
whereas  in  increased  functional  activity  the  shoots,  in  addition 
to  being  frequent,  are  prolonged,  and  the  amount  of  the  urine 
is  large.  Instead  of  coming  in  regular  and  distinct  jets 
every  twenty  or  thirty  seconds  the  force  of  the  shoots  may  be 
diminished.  The  manner  in  which  the  urine  enters  the 
bladder  may  be  so  slow  as  to  be  hardly  perceptible.  In 
stricture  of  the  ureter,  or  when  its  lumen  is  obstructed  by  a 
stone,  the  urine  may  dribble  into  the  bladder,  just  as  it 
dribbles  out  of  it  in  enlarged  prostate  or  in  stricture  of  the 
uretlira. 

The  arrangement  svliich  I  liave  here  is  very  convenient  for 
demonstrating  the  shoots.  Blood  is  most  readily  seen  and 
the  shoots  may  be  of  all  sizes,  as  you  see,  or  it  may  trickle 
into  the  bladder  almost  continuously.  Blood-clots  may  also 
escape  and  after  blocking  the  ureter  for  some  time  may  be 
expelled  by  a  shoot  of  deeply  blood-stained  urine  as  you  now 
see.  The  pus  is  not  so  easily  perceived  when  in  small 
quantity,  but  when  copious  it  imparts  a  very  distinct  milky 
appearance  to  the  urine. 

I  may  summarise  the  subject  of  cystoscopic  diagnosis  of 
renal  disease  in  the  following  conclusions :  ( 1 )  When  one 
ureteral  orifice  is  altered,  while  the  other  is  normal,  the 
renal  lesion  is  on  the  side  of  the  morbid  ureter.  (2)  When 
the  urinary  shoots  are  more  frequent  on  one  side  than  on 
the  other — (a)  greater  functional  activity  is  indicated  by 
the  shoots  being  uniform  in  size  and  regular  in  rhythm; 
(b)  undue  irritation  of  the  kidneys  is  to  be  inferred  Avhen  the 
shoots,  while  more  frequent  than  normal,  are  irregular  in 
rhythm,  unequal,  and  small  in  size;  (o)  strictin-e,  stone,  or 
chronic  ureteritis  should  be  suspected  when  the  shoots  are 
distorted  in  form  or  irregular  in  amount.  (3)  AVhen  the 
urine  does  not  escape  in  distinct  jets — (a)  dilatation  of  the 
ureter  without  paralysis  of  the  sphincter  is  indicated  Avhen 
the  urjne  dribbles  into  the  bladder  at  intervals ;  {b)  destruc- 
tion of  the  sphincter  action  is  shown  by  the  urine  flowing  into 
the  bladder  almost  continually.  (4)  The  character  of  the 
morbid  fluids  escaping  from  the  ureter,  or  of  clots,  etc., 
occupying  the  opening,  denotes  the  morbid  changes  taking 
place  in  the  corresponding  kidney.  (5)  The  deformity  of 
the  orifice  also  indicates  the  character  of  the  renal  disease — 
(a)  pin-head  contraction  (chronic  inflammation  or  impacted 
calculus)  ;  (&)  elongated  and  distorted  (distension  of  renal 
pelvis  or  infected  nephritis)  ;  (c)  swollen  or  pouting  (prolonged 
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bnt  not  acntc  inflammation  or  renal  parenchyma)  ;  {d)  dilated 
(advanced  tnbercnlons  or  calcnlons  pyonephrosis)  ;  (c)  Li- 
shaped  (sig-nificance  doubtful — usually  denotes  prolonged 
irritation  of  renal  pelvis). 
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II. — A  Case  of  TubercnJosis  in  a  Diverticulum  of  the 
Bladder  found,  in  an  Inquinal  Hernia.  By  Edeed 
M.  Corner,  M.B.,  B.C.,  F.R.C.S.,  and  Cecil  W. 
RowNTKEE,  M.B.,  B.S.,  F.R.C.S.  Read  October  13, 
1905. 

"\TTE  liave  brouglit  this  case  to  the  notice  of  the  Society  on 
'  '        account  of  the  rarity  of  the  conditions  it  j^resented. 

A  boy,  fet.  18  months,  was  admitted  to  the  Hospital  for  Sick 
Children  in  July,  1904.  According  to  the  mother's  account 
a  swelling  had  been  present  in  the  right  side  of  the  scrotum 
since  birth.  It  varied  in  size  from  time  to  time,  and  when 
the  child  was  in  bed  almost  entirely  disappeared.  On  the 
whole,  however,  there  had  been  a  decided  increase  in  size  of 
the  swelling.  There  was  no  history  of  any  pain,  tenderness, 
urinary  or  other  symptoms. 

On  admission  the  child  presented  a  moderate-sized  swell- 
ing on  the  right  side  of  the  scrotum,  extending  from  the 
external  abdominal  ring  to  a  point  just  above  the  testicle. 
The  examination  provoked  neither  pain  nor  the  desire  for 
micturition.  The  condition  was  regarded  as  an  ordinary 
irreducible  hernia  in  a  sac  which  was  separate  from  the 
tunica  vaginalis  of  the  testis. 

In  the  short  time  previous  to  the  operation  during  which 
the  patient  was  under  observation  no  noteworthy  change 
occurred  in  the  condition.  At  the  operation  the  inguinal 
canal  was  opened  throughout  its  length,  when  it  was  apparent 
that  the  conditions  were  unusual.  No  sac  was  obvious,  and 
there  appeared  to  be  an  unusual  amount  of  rather  dense  fibro- 
fatty  tissue.  Further  dissection  revealed  a  layer  of  muscle, 
which  on  incision  was  found  to  enclose  a  thin-walled  sac,  from 
which  there  flowed  several  drachms  of  pale,  clear  urine.  This 
was  under  no  pressure,  flowing  in  a  gentle  stream  increased 
with  each  expiration. 

Examination  with  the  finger  and  sound  showed  beyond 
doubt  that  it  was  a  process  of  the  bladder  which  had  been 
opened.  The  inguinal  region  of  the  other  side  was  examined 
by  means  of  a  finger  in  the  bladder,  but  with  a  negative 
result. 

An  attempt  was  now  made  to  separate  the  jDrocess  from 
the  structures  of  the  cord,  which  was  found  to  be  spread  over 
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its  outer  and  anterior  surfaces.  This  was  quite  easy  above, 
but  at  the  lower  end  the  cord  was  found  to  be  somewhat 
firmly  adherent,  more  particularly  so  to  the  upper  end  of  the 
tunica  vaginalis  ;  and  at  this  part  the  process  of  the  bladder, 
which  for  the  greater  part  of  its  extent  was  of  uniform 
character,  showed  a  remarkable  bulky  enlargement,  due  to 
considerable  thickening  of  its  wall,  and  owing  to  the  presence 
of  a  dimple  in  the  centre,  it  presented  the  most  remarkable ' 
resemblance,  both  to  sight  and  touch,  to  the  os  uteri. 

The  diverticulum  when  isolated  was  found  to  be  about 
two  inches  long,  and  Avas  excised  at  the  level  of  the  internal 
abdominal  ring,  the  bladder  being  sewn  up  in  two  layers 
with  continuous  sutures.  The  operation  was  completed  on 
the  lines  of  Bassini's  method,  the  wound  being  closed  without 
drainage. 

The  part  removed  showed  a  mucous  lining  which  was 
like  the  bladder  mucous  membrane,  except  that  it  was 
smoother.  At  the  part  covering  the  thickened  lower  end  of 
the  sac  there  was  some  superficial  ulceration.  The  whole 
mass  was  put  into  hardening  solution,  and  kept  for  further 
examination. 

During  the  course  of  the  operation  a  most  careful  search 
failed  to  find  any  trace  of  a  co-existing  peritoneal  hernia  sac, 
and  we  must,  therefore,  regard  this  case  as  one  of  hernia  of 
the  bladder  of  the  purely  extra-peritoneal  type. 

Hernia  of  the  bladder  of  all  types  is  a  rare  occurrence  in 
children.  Gibson  "^  of  Xew  York,  in  1897,  when  analysing 
103  cases  of  hernia  of  the  bladder  of  all  varieties,  found  only 
three  in  children ;  while  Moynihan,  t  lecturing  in  1900,  was 
only  able  to  add  one  more  case.  Since  that  date  two  cases 
have  been  published,  one  by  Mr.  Curtis  X  and  one  by  Dr. 
Taylor.  § 

Mr.  Curtis  refers  to  other  unpublished  instances,  all  of 
which  died  of  septic  peritonitis,  a  calamity  which  no  doubt 
accounts  for  the  small  number  of  published  cases. 

Where  it  has  been  possible  to  refer  to  the  original  papers, 
in  most  of  the  cases  the  hernia  Avas  upon  the  right  side,  Avhich 
was  the  case  in  our  patient.  The  age  of  the  reported  cases 
varied  between  two  and  thirteen;  our  case  is  therefore  the- 
youngest  so  far  recorded. 

*  Gibson,  Trans.  Med.  Soc,  Xew  York,  1897. 
+  Moynihan,  Brit.  Med.  Journ.,  1900. 
X  Ciu-tis,  Brit.  Med.  Journ.,  1903,  ii. 
§  Taylor,  Lancet,  1903,  i. 
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None  of  them  were  diagnosed  correctly  before  operation, 
and  there  appears  to  have  been  a  complete  absence  of  all 
classical  symptoms,  such  as  the  mictiire  a  deux  temps,  which 
are  probably  only  found  in  adults,  with  large  direct  hernise 
containing  a  large  proportion  of  the  bladder. 

The  treatment  obviously  depends  upon  the  stage  at  which 
the  condition  is  disclosed ;  if  the  bladder  is  cut  into,  then  the 
incision  must  be  carefully  sutured  and  the  organ  returned 
to  the  abdomen,  any  associated  peritoneal  protrusion  being 
dealt  with  secundum  artem.  If  recognised  earlier,  then  the  peri- 
toneum can  be  gently  separated,  and  the  bladder  pushed  back 
out  of  the  way.  In  our  own  case  the  line  of  treatment  was  justi- 
fied by  the  length  and  shape  of  the  protrusion,  and  by  the  fact 
that  it  had  already  been  incised.  In  children  the  question  of 
drainage  need  hardly  detain  us,  as  the  urine  is  perfectly 
sterile,  and  one  can  rely  upon  a  water-tight  suturing. 

To  leave  a  catheter  in  the  bladder  is  usually  condemned 
as  unnecessary  and  harmful,  while  periodic  catheterisation  is 
not  usually  indicated. 

As  to  the  causes  of  hernia  of  the  bladder  we  have  no 
certain  knowledge ;  it  is  certainly  very  easy  in  the  course  of 
any  ordinary  radical  cure  of  hernia  by  traction  upon  the 
pei'itoneumto  pull  out  a  portion  of  the  bladder,  which  may  be 
recognised  at  the  inner  pillar  of  the  ring  by  the  reddish- 
brown  colour  of  its  muscles,  often  concealed,  however,  by  a 
layer  of  extra-peritoneal  fat.  And  again,  the  presence  of 
bladder  in  recurrent  hernise  is  not  uncommon.'^  This  renders 
it  probable  that  the  descent  of  the  bladder  is  secondary  to  the 
descent  of  the  peritoneum,  which  pei-haps  in  these  cases  has  a 
more  intimate  connection  with  the  bladder  than  is  usual.  In 
such  a  way  many  of  the  cases  may  be  accounted  for,  but  how 
are  we  to  account  for  the  condition  of  affairs  in  our  case  ? 
Here  there  was  no  peritoneum  to  lead  the  way.  As  a  possible 
explanation  one  thinks  of  the  vagaries  of  the  gubernaculum 
testes,  and  it  is  possible  that  an  abnormal  attachment  to  the 
bladder  may  have  led  to  the  condition. 

Any  classification  of  these  cases,  in  our  present  state  of 
knowledge,  is  purely  arbitrary,  and  is  only  possible  on  an 
anatomical  basis,  depending  upon  the  presence  or  absence  of 
peritoneum. 

We  may,  therefore,  describe  a  purely  extra-peritoneal 
type  in  which  there  is  a  diverticulum  of  the  bladder  lying  in 

*  Kiinnen,  "  Case  of  a  Boy  of  five  who  had  had  a  previous  Eadical  Cure," 
Revue  Medicale  de  la  Suisse  Romande,  1892. 


24    Mr.  Edred  M.  Corner's  and  Mr.  Cecil  W.  Eowntree's 

the  inguinal  canal,  and  unassociated  with  a  peritoneal  sac. 
Of  this  class  our  case  seems  the  only  representative. 

The  other  class  must  include  all  cases  of  oblique  inguinal 
hernia  in  which  the  protrusion  of  a  peritoneal  pouch  is 
associated  with  the  descent  of  a  part  of  the  bladder.  The 
cases  in  the  group  will  vary  in  degree.  In  some  the  bladder 
element  will  be  very  small,  being  represented  by  a  slight 
bulging  at  the  inner  pillar  of  ring ;  in  the  other  the  bladder 
will  predominate,  the  peritoneum  being  present  as  an  insignifi- 
cant pouch,  which,  as  has  been  strongly  urged  by  Moynihan,"^ 
is  very  likely  to  be  overlooked. 

Direct  herniee  are,  of  course,  unknown  in  children,  and  we 
have  failed  to  find  any  record  of  the  presence  of  the  bladder 
in  a  femoral  hernia  in  a  child,  although  not  unknown,  of 
course,  in  adults.  The  infrequency  of  hernia  of  the  bladder 
in  childhood  is  a  matter  for  some  surprise  Avlien  one  remem- 
bers the  relatively  high  position  in  the  abdomen  occupied  by 
the  viscus  in  children.  But,  on  the  other  hand,  the  majority 
of  cases  of  hernia  of  the  bladder  in  adults  are  of  the  direct 
variety,  which  arise  from  a  point  much  nearer  the  middle  line 
than  do  the  oblique.  And  again,  many  of  the  cases  are 
recurrent  hernije  after  radical  cures  in  which  the  bladder  has 
probably  been  already  pulled  into  dangerous  proximity  to  the 
interior  abdominal  ring. 

The  further  history  of  our  case  is  of  great  interest.  The 
part  removed  at  the  operation  was  sent  to  the  pathologist, 
who  reported  that  the  area  of  ulceration  and  thickening  at 
the  lower  end  of  the  sac  showed  a  typical  round-cell  infiltra- 
tion with  giant-cell  formation,  indicative  of  the  presence  of 
tuberculosis.  This  came  as  a  great  surprise,  in  view  of  the 
absence  of  symptoms  and  the  healthy  appearance  of  the  child  ; 
and  careful  examination  failing  to  show  any  further  signs  of 
tuberculous  mischief,  he  was  discharged  in  about  a  fort- 
night with  the  wound  soundly  healed.  About  two  months 
after  operation,  however,  he  was  brought  back  to  the  hospital 
with  the  history  that  his  abdomen  had  been  getting  larger 
during  the  last  few  weeks.  Examination  revealed  a  large 
amount  of  free  fluid  in  the  belly,  but  no  tumour  and  no 
enlargement  of  the  glands.  Laparotomy  was  performed  a 
few  days  afterwards,  and  after  the  evacuation  of  a  large 
quantity  of  almost  clear  yellowish  fluid,  it  was  found  that  the 
entire  peritoneum,  parietal  and  visceral,  was  red,  injected,  and 

*  Loc.  cit. 
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covered  witli  tubercles.  Tlie  site  of  the  former  operation  was 
examined,  and  it  was  found  that  the  peritoneum  over  the 
internal  abdominal  ring  was  quite  smooth.  The  peritoneum 
was  sponged  dry,  and  the  wound  closed.  The  boy  made  an 
excellent  recovery ;  there  was  no  re-accumulation  of  fluid, 
and  he  left  the  hospital  convalescent.  He  was  seen  by  one  of 
us  a  few  weeks  ago,  and  is  now,  fourteen  months  after  the 
second  operation,  in  good  health,  without  any  sign  of  recur- 
rence of  either  his  hernia  or  his  tuberculous  peritonitis. 

This  case  is  interesting,  therefore,  not  only  an  account  of 
the  coincidence  of  the  presence  of  tuberculosis  in  a  unique 
example  of  hernia  of  the  bladder,  but  because  of  the  remark- 
able way  in  which  the  boy  was  cured  of  what  was  regarded 
as  rapid  tuberculous  peritonitis  by  the  simple  procedure  of 
laparotomy  with  evacuation  of  the  fluid. 
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III. — The  After-Histonj  and  Post-Mortem  Record  of  a 
case  of  Cardiac  Supliiloma  with  Bradi/cardia  and 
Obstruction  of  the  Inferior  Vena  Cava.  Bv  Chaeles 
^y.  Chapman,  Al.D.     Read  November  10,  1905. 

IN  the  Session  1897-98  of  this  Society  I  showed  the  patient, 
a  man  a^t  48,  whose  case  is  the  subject  of  this  conimunica- 
tion,  under  the  heading  "  A  Case  of  Bradycardia,  with  Obstruc- 
tion of  the  Inferior  Vena  Cava."  The  action  of  the  heart  was 
slow  and  there  was  a  systolic  mitral  murmur.  There  were 
greatly  dilated  and  varicose  veins  over  the  middle  and  right 
side  of  the  abdomen  and  a  similar  condition  was  seen  on  the 
outer  side  of  the  right  leg.  This  condition  as  far  as  the 
abdomen  was  concerned  had  existed  for  five  years  at  least, 
while  the  veins  of  the  leg  had  only  recently  become  dilated. 
There  was  a  history  of  an  itching  sore  on  the  penis  20  years 
previously.  There  had  never  been  any  secondary  symptoms 
and  as  the  sore  had  given  little  or  no  inconvenience  to  the 
patient,  only  a  short  local  treatment  had  been  adopted. 

During  the  following  Session,  1899-1900,1  read  a  paper  on 
the  same  case,  entitled  "  A  Case  of  Obstruction  of  the  Inferior 
Yena  Cava,  probably  Syphilitic."'  In  this  paper  I  went  fully 
into  the  history  and  detailed  the  conditions  found  on  examina- 
tion. A  provisional  diagnosis  was  made  of  obstruction  of  the 
inferior  vena  cava  from  pressure  of  a  gumma,  or  to  thrombosis 
from  phlebitis.  Arguments  in  support  of  the  syphilitic  origin 
of  the  disease  were  given,  with  an  account  of  the  treatment 
adopted,  the  paper  concluding  -with  references  to  recorded 
cases  of  syphilitic  affections  of  the  circulatory  system  and 
to  literature  bearing  on  the  subject.  The  account  of  the 
case  when  exhibited  and  the  report  of  the  paper  are  to  be 
found  in  the  Clinical  Society's  Transactions,  vols,  xxxii  and 
xxxiii. 

Up  to  May  6  of  this  year  the  man  had  been  a  more  or  less 
constant  attendant  at  the  Out-Patient  Room,  Avhich  means 
that  I  had  him  under  my  observation  for  eight  years,  and  he 
had  had  dilated  abdominal  veins  for  nearly  fourteen  years. 
There  was  nothing  special  to  note  be3"ond  that  he  was 
for  the  greater  part  of  the  time  under  iodide,  and  that  the 
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pulse  rate  ranged  between  33  and  44,  and  that  the  syncopal 
attacks  subsided.  He  was  never  well  if  the  treatment  was 
suspended  for  more  than  two  or  three  weeks.  He  Avas  able 
to  continue  his  work  as  a  barber  up  to  his  last  visit. 

Early  in  June  last  I  was  informed  that  the  patient  had 
beeu  admitted  into  the  London  Hospital  for  suppurating 
appendicitis,  that  he  had  been  operated  upon  and  shortly 
afterwards  succumbed  to  general  peritonitis.  I  at  once  com- 
municated with  the  hospital  authorities,  and  it  is  owing  to  their 
courtesy,  coupled  with  the  kindness  of  Mr.  Miller,  that  I  am 
able  to  give  an  account  of  the  2''ost  mortem. 

Post  mortem. — The  abdomen  was  distended  and  covered 
with  varicose  veins.  On  opening  it  there  was  evidence  of  an 
appendix  abscess  and  general  peritonitis. 

In  the  pleura?  there  were  a  few  thin  adhesions  about  the 
right  apex  and  both  cavities  were  dry.  At  the  apex  of  the 
right  lung  there  was  a  jjatcli  of  obsolete  calcareous  tubercle. 
The  root  of  this  lung,  with  the  neighbouring  large  vessels, 
glands,  and  mediastinal  tissues  were  firmly  matted  into  a  mass 
of  fibro-calcareous  material.  In  the  base  of  the  right  lung  the 
rings  of  the  larger  bronchi  were  calcified.  The  pericardium 
contained  an  excess  of  clear  fluid.  The  two  surfaces  were 
free.  There  was  great  increase  of  epicardial  fat  over  the 
right  auricle  and  at  the  base  of  the  heart.  Over  the  left 
ventricle  and  auricle  the  visceral  pericardium  Avas  thick  and 
opaque  in  places.  The  heart  was  pyriform  in  shape,  the 
right  side  being  about  the  same  size  as  the  left.  It  weighed 
15  oz.  The  heai't-muscle  was  brown  and  tough,  Avith  visible 
strands  of  fibrous  tissue  running  through  it.  The  left 
ventricle  Avas  dilated  but  not  hypertrophied  ;  the  right  A^en- 
tricle  and  auricle  Avere  dihited  and  contained  a  small  amount 
of  black  clot.  The  caA^ty  of  the  left  auricle  Avas  greatly 
diminished  and  constricted  in  its  middle  to  a  ring*  Avhich  just 
admitted  the  tip  of  an  index  finger.  The  cause  of  this 
narroAving  Avas  a  dense  calcareous  mass  situated  beneath  the 
endocardium.  This  condition  of  calcification  aifected  the 
Avhole  circumference  of  the  left  auricle,  the  interauricular 
septum,  the  aortic  sinus,  and  first  inch  of  the  aorta  being  in 
all  places  deep.  The  interventricular  septum  Avas  thick  and 
muscular. 

The  valves. — The  mitral  curtains  Avere  thin  and  pliant,  but 
just  above  the  mitral  ring  the  left  auricle  Avas  narrowed  by 
the  ring  already  described.  The  aortic  cusps  Avere  thin  and 
pliant.     The   pulmonary   and  tricuspid  valves  Avere  natural. 
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The  coronary  arteries  were  narrowed  at  their  orifices,  but 
further  down  were  unchanged.  The  aorta  contained  many 
patches  of  atheroma. 

Summary  of  the  condition  of  the  heart. — The  calcareous 
mass  produced  a  condition  amounting  to  mitral  stenosis.  It 
also  narrowed  the  left  auricle,  partial!}'  occluded  the  coronary 
vessels,  and  affected  the  interauricular  septum.  There  was 
great  fibrosis  of  the  myocardium. 

The  kidneys  beyond  a  few  cortical  cj^sts  presented  no  gross 
changes.  The  liver  weighed  56  oz.,  was  firm  and  bile-stained. 
The  left  testicle  presented  a  typical  diffuse  fibrous  gummatous 
condition. 

Microspical  examination. — Sections  were  cut  of  the  heart- 
muscle  and  the  left  testicle.  The  condition  of  the  latter  con- 
firmed the  macroscopic  appearances  of  gumma.  The  heart- 
muscle  showed  an  advanced  general,  diffuse,  fibrosis.  The 
walls  of  the  main  divisions  of  the  coronary  artery  were 
apparently  natural,  but  there  was  considerable  increase  in 
the  adventitia  of  the  smaller  arterioles.  There  was  no  oblitera- 
tive  proliferation  of  the  intima. 

There  are  two  points  to  which  I  would  like  to  call  attention. 
(1)  That  the  initial  lesion  was  so  insignificant  to  the  patient 
that  but  little  treatment  was  adopted.  (2)  It  is  probable  the 
disease  Avas  still  in  progress  Avhen  he  came  under  my  observa- 
tion in  1897,  when  a  lump  the  size  of  half  a  walnut  at  the  back 
of  the  neck  was  noted  and  which  completeh*  disappeared 
under  the  mercurial  treatment  to  which  he  was  subjected. 
The  prolongation  of  the  patient's  life  may  fairly  be  attributed 
to  the  recognition  of  the  true  nature  of  the  case  and  to  the 
vigorous  and  prolonged  treatment. 

It  is  an  interesting  question  whether  the  bradycardia  which 
was  present  at  least  for  the  last  eight  years  was  due  to  myo- 
cardial invasion,  with  gummatous  de])0sit  and  subsequent 
fibrosis,  or  to  an  early  implication  of  the  orifice  of  the  coronary 
arteries.  The  affection  of  one  testicle  only  is  in  accordance 
with  the  observations  of  Wilks  and  Moxon,  who  also  con- 
sidered the  unilateral  presence  of  gumma  in  these  organs  a 
ready  indication  of  syphilitic  taint. 

Attention  may  here  be  called  to  .a  valuable  paper  by  Sir 
Dyce  Duckworth  on  a  case  of  cardiac  syphiloma  in  this 
Society's  Reports,  vol.  xxix,  which  should  be  read  in  connection 
with  the  case  under  consideration.  I  would.particularly  refer 
to  some  of  the  author's  closing  remarks,  which  I  cordially 
endorse,  for  they  voice  the  chief  reason,  and  apology  if  need 
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be,  for  bringing  this  case  to  your  notice  for  a  third  time.  They 
are  :  "  The  great  object  is  to  recognise  the  nature  of  the 
disease  as  soon  as  possible,  and  to  treat  the  patient  by  large 
doses  of  iodide  of  potassium.  On  these  lines  the  best  results 
may  be  anticipated." 


30  Dr.  Francis  H.  Ha^vkins' 


IV. — Case  of  Suppurative  Pylephlebitis  associated  with 
Suppurating  Mesenteric  Gland.  By  Fr.^cis  H. 
Hawkins,  M.D.    Read  November  10, 1905. 

4  SCHOOLBOY  -xt.  12  was  admitted  into  the  Eoyal 
ix  Berkshire  Hospital  under  my  care  on  April  16,  1904,  com- 
plaining of  vomiting,  diarrhoea,  and  pain  in  the  region  of  the 
umbilicus.  No  definite  history  of  any  previous  illness  could  be 
obtained,  but  it  was  stated  that  for  some  time  past  the  boy 
had  been  getting  thinner.  The  history  of  the  present  attack 
was  that  on  April  1  when  walking  along  the  street  he  suddenly 
commenced  to  vomit ;  of  this  no  particular  notice  was  taken. 
On  April  4  he  went  to  watch  a  football  match,  and  while  so 
doing  he  had  a  sudden  chill,  followed  by  vomiting,  and  was  so 
ill  he  had  to  be  taken  home.  Shortly  after  getting  home  diar- 
rhoea set  in,  and  this  with  the  vomiting  had  continued  for 
twelve  days.  On  admission  it  was  noted  that  the  patient  was 
a  thin,  fair-haired  boy  with  a  somewhat  muddy  complexion. 
He  was  lying  on  the  left  side.  The  aire  nasi  moved  freely  in 
respiration.  There  was  no  jaundice.  The  tongue  was  moist 
and  covered  with  a  thin  white  fur.  The  abdomen  Avas  very 
slightly  distended  and  moved  freely  in  respiration.  On 
palpation  there  was  no  rigidity,  but  pain  Avas  felt  about  one 
inch  to  the  rio-ht  and  a  little  above  the  umbilicus,  and  there 
was  some  tenderness  over  the  left  half  of  the  epigastric 
region.  The  percussion  note  was  normal  in  all  regions.  The 
upper  border  of  the  liver  was  at  the  lower  border  of  the  fifth 
rib  in  the  right  mammary  line  and  extended  one  finger's 
breadth  below  the  costal  margin ;  dulness  was  not  marked 
over  the  epigastric  region ;  the  spleen  was  not  felt. 

Respirations  were  30  per  minute.  Both  sides  of  the  thorax 
moved  freely  in  respiration.  The  percussion  note  was  normal 
anteriorly  and  posteriorly  excepting  over  the  left  base,  where 
the  note  was  somewhat  nmffled,  and  over  this  area  the 
expiratory  murmur  was  somewhat  prolonged.  Xo  adven- 
titious sound  could  be  heard.  The  pulse  was  130  per  minute. 
The  heart  was  normal,  the  urine  sp.  gr.  1005,  neutral,  no 
albumen.     The  temperature  was  105°. 

Subsequent  histonj. — There  was  no  vomiting  or  diarrhoea 
after  admission  to  the  hospital.  The  bowels  were  constipated 
and  relieved  only  by  enemata.     Shortly  after  admission  the 
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patient  liad  a  rigor,  also  one  on  the  18tli,  20t}i,  and  21st, 
and  two  rigors  on  the  22nd,  23rd,  and  24th.  He  also  had 
profuse  perspirations.  On  the  19th  albumen  appeared  in  the 
urine. 

On  April  20  it  was  noted  that  the  liver  was  slightly  more 
enlarged,  and  on  the  22nd  a  distinct  swelling  was  seen  in  the 
epigastric  region  as  if  projecting  from  beneath  the  left  costal 
margin ;  its  base  was  the  costal  margin  from  the  seventh  to 
the  ninth  costal  cartilages,  its  convexity  downward  and  to  the 
right.  Below  this  swelling  the  left  lobe  of  the  liver  could  be 
felt,  extending  for  about  a  quarter  of  an  inch  into  the  left 
half  of  the  umbilical  region.  The  swelling  was  soft  and 
exquisitely  painful.  The  lower  part  was  firm,  and  the  border 
of  the  left  lobe  could  be  distinctly  mapped  out. 

The  patient  died  on  April  25,  nine  clays  after  admission  to 
the  hospital  and  twenty-five  days  after  the  first  attack  of 
vomiting. 

Necropsy. — There  was  no  jaundice.  Body  somewhat  emaci- 
ated. On  opening  the  abdomen  the  left  lobe  of  the  liver  reached 
in  the  mid-sternal  line  nearly  to  the  umbilicus.  The  region 
corresponding  to  the  swelling  noted  above  consisted  of  one 
fairly  large  central  yellowish  swelling,  with  several  smaller 
ones  around.  The  right  lobe  extended  for  some  distance  below 
the  costal  margin.  The  liver  weighed  4^  lb.,  transverse 
measurement  10  inches;  the  left  lobe  from  above  down  6h 
inches,  the  right  7g.  The  surface  of  the  left  lobe  was 
greenish-black  in  colour,  and  there  were  numerous  indenta- 
tions. The  right  lobe  also  had  several  small  indentations. 
On  following  up  the  portal  vein  multiple  abscesses  Avere  seen, 
in  the  left  lobe  two  about  the  size  of  a  large  walnut  and  a 
number  of  small  ones.  The  rest  of  the  liver  substance  was 
greenish-black  in  colour.  The  right  lobe  contained  two  small 
deep-seated  abscesses. 

The  mesenteric  glands  were  enlarged,  several  were  suppu- 
rating, and  one  (in  the  area  of  pain,  i.  e.  one  inch  to  the  right 
and  a  little  above  the  umbilicus)  was  of  a  brownish-black 
colour,  and  on  drawing  the  intestine  aside  it  burst,  and  dis- 
charged extremely  offensive  pus. 

The  spleen  was  enlarged  upwards.  This  was  the  cause 
of  the  muffled  note  at  the  base  of  the  left  lung.  It  w^eighed 
13  oz.,  and  measured  7h  inches  in  length  and  3^  in  width. 
It  was  somewhat  discoloured,  but  there  w'as  no  abscess. 
There  was  no  peritonitis.  The  other  organs  showed  no  evi- 
dence of  disease. 
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Beport  from  the  Clinical  Research  Association. — "  Direct 
examination  of  this  pus  reveals  the  presence  of  a  considerable 
mixture  of  organisms,  but  neither  tubercle  bacilli  nor  pyo- 
genic cocci  can  be  found,  and  the  only  organism  detected  in 
cultures  is  the  Bacillus  coll  comviunis. 

"  There  is  nothing  in  the  structure  of  this  mesenteric  gland 
to  throw  light  on  the  suppuration  in  the  liver.  Its  tissues 
are  much  softened,  and  the  lymphatic  channels  are  dilated 
from  recent  absorption." 

Remarlcs. — Cases  of  suppurative  pylephlebitis  are  by  no 
means  common ;  they  are  invariably  secondary  to  some  other 
suppurative  process  in  the  organs  in  which  the  roots  of  the 
portal  vein  originate,  and  in  this  case  I  am  inclined  to  think 
that  the  necrotic  mesenteric  gland  was  the  primary  cause, 
and  hence  it  appears  that  this  case  is  worthy  of  record,  as 
such  a  cause  is  least  commonly  associated  with  suppurative 
pylephlebitis. 
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V. — A  Successful  Case  of  Splenectomy  for  Ruiyture  of 
the  Spleen^  with  Bemarks  on  the  Diagnosis  and  Treat- 
ment of  this  Accident.  By  Graham  Simpsox,  F.R.C.S. 
Bead  November  10,  1905. 

MR.  President  and  Gentlemen, — Two  reasons  have  influenced 
me  in  reading  this  paper  before  you  to-night :  the  first, 
that  successful  operations  for  traumatic  rupture  of  the  spleen 
are  still  uncommon;  the  second,  the  hope  that  some  remarks 
that  I  shall  make  on  the  diagnosis  and  treatment  of  this 
accident  may  form  the  starting-point  of  a  discussion  which 
will,  I  am  sure,  be  of  value  to  all  of  us. 

I  will  now  give  an  account  of  the  case : 

Henry  C,  tet.  27,  a  builder's  joiner,  was  at  work  on  a  joist 
on  August  10,  1904,  when  the  joist  broke  and  he  fell  through 
a  ceiling  on  to  the  floor  below,  a  distance  of  some  twenty  feet. 
The  patient  thinks  that  he  struck  his  left  side  against  some 
projection  during  his  fall,  but  he  was  not  certain  about  this, 
though  he  was  not  rendered  unconscious  by  the  accident. 

This  happened  at  10  a.m.,  and  he  was  at  once  brought  to 
the  Sheffield  Eoyal  Hospital,  where  he  Avas  admitted  for  a 
fracture  of  the  left  femur ;  he  certainly  did  not,  at  the  time 
of  admission,  complain  of  abdominal  pain. 

He  was  admitted  under  the  nominal  care  of  Mr.  R.  J. 
Pye-Smith,  during  his  absence  on  a  holiday,  and  to  his  kind- 
ness I  am  indebted  for  permission  to  publish  the  case. 

At  2  p.m.  (four  hours  after  the  accident)  I  was  called  to 
se3  the  patient  as  he  was  complaining  of  severe  abdominal 
pain.  I  found  him  looking  pale  and  anxious  and  obviously 
in  great  pain,  his  face  drawn  and  haggard  and  his  breathing- 
thoracic  and  jerky.  His  pulse  was  140,  his  temperature  100°F., 
and  his  respirations  50.  He  complained  of  unbearable  pain  in 
the  abdomen,  "  like  stomach-ache  but  more  acute " ;  he  felt 
sick  but  had  not  vomited,  and  he  was  sure  that  he  was  going 
to  die.  He  wanted  to  pass  water  but  was  unable  to  do  so ; 
his  bowels  had  not  acted  since  admission.  His  injured  leg- 
was  not  troubling  him. 

On  examination,  the  abdomen  was  rigid,  especially  in  its 
upper  part ;  it  did  not  move  with  respiration ;  the  liver  dulness 
was  present  and  there  was  some  dulness  in  the  epigastrium ; 
the  abdominal  wall  was  tender  on  pressure,  more  so  in  the 
upper  part.     I  felt   sure  that   a  catastrophe   had  happened 
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inside  the  abdomen  and  that  an  exploration  shoukl  be  per- 
formed at  once. 

I  Avas  inclined  to  diagnose  rupture  of  tlie  intestine  high 
up.  Some  delay  was  caused  by  my  not  being  able  to  find 
any  of  the  honorary  staff,  and  as  I  feared  any  further  waiting- 
would  be  fatal,  at  3.45  p.m.  (five  and  three  quarter  hours 
after  the  accident)  chloroform  was  administered  and  I  made 
a  vertical  incision  just  to  the  left  of  the  nmbilicus,  with  the 
level  of  that  point  as  its  centre.  On  opening  the  abdominal 
cavity  neither  gas  nor  fluid  escaped,  nor  were  there  any  signs 
of  commencing  peritonitis,  but,  on  inserting  my  hand  to 
explore  the  upper  part  of  the  abdomen,  directly  the  omentum 
was  pressed  away  from  the  anterior  abdominal  wall  there  was 
an  alarming  rush  of  dark  red  blood.  This  appeared  to  come 
from  the  left  lobe  of  the  liver,  which  was  then  examined  but 
with  some  difiiculty,  as  the  blood  flowed  with  great  rapidity 
and  continually  flooded  the  field.  As  no  obvious  lesion  of 
the  liver  was  found,  the  spleen  was  next  palpated,  and  I 
easily  made  out  a  large  transverse  tear,  starting  from  the 
hilum.  A  long  pair  of  artery  forceps  was  applied  to  the 
pedicle,  which  at  once  controlled  the  bleeding  and  made  the 
rest  of  the  operation  simple. 

The  incision  was  prolonged  upwards  and  the  spleen 
brought  round  in  front  of  the  stomach,  so  that  its  anterior 
and  external  surface  looked  backwards  and  inwards,  the 
pedicle  was  transfixed  and  ligatured  with  stout  silk  from  its 
posterior  aspect,  the  spleen  excised,  and  the  blood  swabbed 
out  of  the  abdominal  cavity.  The  wound  was  sewn  up  in 
layers. 

The  patient  was  not  so  well  by  this  time,  though  his  con- 
dition was  by  no  means  desperate ;  it  was  thought  advisable 
to  infuse  thi'ee  pints  of  saline  fluid  into  a  vein  on  account  of 
his  having  lost  so  much  blood. 

The  operation  took  about  three  quarters  of  an  hour.  On 
his  leaving  the  table,  the  patient's  pulse  was  very  rapid,  but 
quite  distinct. 

Next  morning,  August  11. — The  patient  had  passed  a  fair 
night  and  had  slept  at  intervals,  had  vomited  once  after 
drinking  some  hot  milk,  and  had  complained  of  some  ab- 
dominal pain.  Saline  enemata  had  been  ordered  every  four 
hours,  l)ut  had  not  been  well  retained  His  pulse  Avas  110,  of 
fair  tension.  Calomel  (1  gr.  every  four  hours)  was  successful 
in  causing  his  bowels  to  act.  A  catheter  Avas  passed,  as  he 
Avas  sufferinar  from  retention  of  urine. 
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On  August  12  a  blood  count  was  made  :  Reds,  3,376,000; 
whites,  10,000. 

All  went  well  till  August  15  (the  fifth  day  after  the  opera- 
tion), when  he  suddenly  began  to  complain  of  severe  epigas- 
tric pain. 

On  examination,  I  found  his  pulse  120  and  his  tempera- 
ture 101°  F.;  there  was  marked  pulsation  in  the  epigastrium, 
no  rigidity  of  the  abdominal  wall,  but  great  tendei-ness.  I 
began  to  fear  that  my  ligature  had  slipped,  but  decided  to 
wait,  as  I  thought  the  pulsation  might  be  only  connnunicated 
from  the  right  ventricle.    In  a  short  time  the  patient  felt  better. 

After  this  progress  was  uneventful,  with  two  exceptions — 
the  wound  suppurated  (I  fear  that  my  aseptic  conscience 
must  have  slept  during  the  excitement  of  stopping  the  bleed- 
ing), and  the  femur,  Avhich  was  put  up  in  a  Hodgen's  splint, 
was  found  to  be  still  ununited  at  the  «nd  of  six  weeks.  How- 
ever, it  was  put  up  again  in  the  same  way  for  another  six 
weeks,  when  it  united  firmly  with  half  an  inch  of  shortening. 

He  was  discharged  on  November  6  with  the  wound  healed, 
but  some  separation  of  the  fibres  of  the  left  rectus  at  the  site 
of  the  scar. 

During  the  three  months  of  his  stay  in  hospital  his  blood 
was  frequently  examined  and  differential  counts  were  made  : 
it  showed  the  usual  changes,  viz.  a  diminution  of  the  red 
corpuscles,  which,  however,  rose  to  normal  in  a  month,  and  a 
leucocytosis  up  to  44,000,  which  fell  to  normal  in  three  weeks. 
The  unusual  amount  of  leucocytosis  I  explain  by  tlie  occur- 
rence of  suppuration. 

No  enlargement  of  his  lymphatic  glands  was  noticed  during* 
the  first  three  months,  but  since  then  his  left  axillary  and 
inguinal  glands  have  several  times  enlarged  sufficiently  to  be 
easily  palpated,  and  have  again  subsided. 

At  no  time  has  he  complained  of  pains  in  his  bones,  nor 
has  there  been  any  particular  pain  on  percussing  them ;  nor 
has  he  shown  that  curious  group  of  symptoms  described 
by  Mr.  Ballance  and  Mr.  Bernard  Pitts  (to  which  I  shall 
again  refer),  though  no  prophylactic  treatment  was  adopted, 
such  as  the  exhibition  of  arsenic,  sheep's  spleens,  etc. 

With  the  exception  of  the  first  fortnight  after  operation,  his 
pulse-rate  has  always  been  normal.  The  only  after-conse- 
quences that  he  shows  are — first  a  ventral  hernia,  and  second 
a  loss  of  nerve,  which  prevents  him  from  following  his  former 
occupation  of  builder's  joiner,  an  occupation  Avhich  involves 
much  climbing-  about  roofs. 
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He  lias,  however,  taken  up  the  work  of  an  insurance  agent, 
and  tells  me  that  he  is  doing  well. 

The  last  blood-count  was  done  on  September  14,  1905,  and 
showed  :  Red  corpuscles,  4,762,000  ;  white  corpuscles,  6,500. 

Blood-counts. — August  13,  1904  (three  days  after  admis- 
sion) :  Red  corpuscles,  3,376,000  j  white  corpuscles,  10,000; 
haemoglobin,  60  per  cent. 

Differential  count. — Polynuclear  leucocytes,  75  per  cent. ; 
small  leucocytes,  13*3  per  cent. ;  large  leucocytes,  10*6  per 
cent. ;  eosinophiles,  "5  per  cent. ;  nucleated  red  corpuscles, 
•6  per  cent. 

August  18,  1904  (eight  days  after  admission). — Red  cor- 
puscles, 2,592,000;  white  corpuscles,  16,000;  haemoglobin, 
60  per  cent. 

Differential  count. — Polynuclear  leucocytes,  81  per  cent. ; 
small  leucocytes,  12  per  cent.  ;  large  leucocytes,  5  per  cent. ; 
eosinophiles,  1  per  cent. ;  nucleated  red  corpuscles,  1  per  cent. 

August  21,  1904  (eleven  days  after  admission). — Red  cor- 
puscles, 3,480,000 ;  white  corpuscles,  44,000 ;  haemoglobin, 
60  per  cent.       No  differential  count. 

August  28,  1904  (eighteen  days  after  admission). — Red 
corpuscles,  3,360,000  ;  white  corpuscles,  16,000;  hsemoglobin, 
60  per  cent. 

Differential  count. — Polynuclear  leucocytes,  73'6  per  cent. ; 
small  leucocytes,  13*6  per  cent.;  large  leucocytes,  11*2  per 
cent. ;  eosinophiles,  '4  per  cent. 

September  4,  1904  (twenty-five  days  after  admission). — 
Red  corpuscles,  4,200,000 ;  white  corpuscles,  8000 ;  lijemo- 
globin,  75  per  cent.    No  differential  count. 

September  11,  1904  (one  month  after  admission). — Red 
corpuscles,  4,920,000 ;  white  corpuscles,  8,000 ;  Inemoglobin, 
90  per  cent. 

Differential  count. — Polynuclear  leucocytes,  65*5  per  cent. ; 
small  leucocytes,  27'5  per  cent.;  large  leucocytes,  5  per  cent.; 
eosinophiles,  2  per  cent. 

September  25,  1904  (six  weeks  after  admission). — Red 
corpuscles,  4,912,000  ;  white  corpuscles,  12,000  ;  haemoglobin, 
90  per  cent. 

Differential  count. — Polynuclear  leucocytes,  73*5  per  cent.; 
small  leucocytes,  23*5  per  cent. ;  large  leucocytes,  2*5  per 
cent. ;  eosinophiles,    *5    per  cent. 

October  1,  1904  (seven  weeks  after  admission). — Red 
•corpuscles,  4,288,000  ;  white  coi-puscles,  12,000;  haemoglobin 
80  per  cent.     No  differential  count. 
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October  8,  1904  (eight  weeks  after  admission). — Red 
corpuscles,  4,800,000  ;  white  corpuscles,  12,000  ;  hgemoglobin, 
90  per  cent.     No  differential  count. 

September  14,  1905  (thirteen  months  after  operation). — 
Red  corpuscles,  4,762,000  ;  white  corpuscles,  6,500. 

Differential  counts. — Neutrophiles,  57"66;  transitionals 
1*21 — 58'87  per  cent. ;  large  mononuclear,  15"32  per  cent. ; 
small  mononuclear,  21"14  per  cent.;  eosinophiles,  3"89  per 
cent. ;  basophiles,  0*73  per  cent. ;  Mastzellen,  erythroblasts  0. 

My  thanks  are  due  to  Dr.  R.  J.  Bethune,  v/ho  assisted  me 
at  the  operation,  did  most  of  the  blood  counts,  and  also  gave 
me  some  valuable  advice. 

From  the  various  English  sources  I  have  collected  100 
cases  of  rupture  of  the  spleen :  most  of  the  cases  recorded 
before  1891,  however,  are  so  scantily  reported  as  to  be  of 
little  value. 

In  the  following  remarks  I  have  chiefly  relied  on  70  cases 
recorded  since  1891. 

From  the  point  of  view  of  diagnosis,  sex  and  age  are  not 
of  much  importance,  as  in  severe  accidents  generally  males 
are  more  often  injured  than  females ;  so  in  these  cases  four- 
fifths  of  the  number  were  males.  The  age  distribution  is 
most  impartial;  the  oldest  patient  was  sixty-five,  and  the 
youngest  was  in  the  act  of  being  born.  This  last  was  a  case 
of  precipitate  labour,  in  which  the  mother  was  standing  at 
the  time  and  the  child  fell  to  the  floor. 

Age  distribution  (arranged  in  decades)  : 

Years.  No.  of  cases. 


1-10 

11 

11-20 

18 

21-30 

15 

31-40 

15 

41-50 

6 

51-60 

11 

Over  60     . 

2 

Three  points  must  be  considered  in  making  a  diagnosis  of 
ruptured  spleen : 

(1)  The  history  of  the  accident. — The  commonest  cause  is  a 
sharp  blow  or  kicJc  on  the  abdomen  or  side.  Under  this  head- 
ing must  be  included  most  of  the  cases  of  falling  from  a 
height,  as  it  will  usually  be  found  that  the  side  was  struck 
during  the  fall.  This  accounts  for  44  per  cent.  Next  in 
order  of  frequency  is  a  crush  or  squeeze,  such  as  cases  of  run- 
over  and  buffer  accidents.     This  accounts  for  82  per  cent. 
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Twelve  per  cent,  are  described  as  due  to  a  sudden  movement 
or  strain.  These  are  usually  grouped  as  spontaneous  ruptures, 
and  are  nearly  always  found  to  be  cases  of  large,  soft,  malarial 
spleens.     One,  however,  was  congested  from  a  twisted  pedicle. 

The  remaining  12  per  cent,  are  unclassified. 

(2)  The  second  point  in  the  diagnosis  is  the  signs  of  internal 
haemorrhage. 

Shock  is  present  in  the  majority  of  cases,  either  at  once  or 
within  a  few  hours. 

Pallor,  thirst,  restlessness,  and  retention  of  urine  are  usually 
stated  to  have  been  present  when  they  are  mentioned  in  the 
reports. 

(3)  The  localising  signs,  abdominal  j^ain  and  tenderness,  are 
very  constant ;  they  are  usually  most  marked  in  the  region  of 
the  spleen,  and  I  have  found  four  cases  only  where  these 
signs  are  stated  to  have  been  absent.  Rigidity  of  the  abdominal 
wall,  in  some  cases  limited  to  the  upper  half  of  the  left  rectus, 
is  a  most  valuable  sign  when  present ;  but  I  was  surprised  to 
find  that  out  of  nineteen  cases  where  this  physical  sign  was 
mentioned,  in  six  it  was  stated  to  have  been  entirely  absent, 
and  in  another  case  the  abdominal  wall  was  described  as 
slightly  rigid.  This  initial  rigidity  of  the  abdominal  wall  is 
succeeded  in  from  six  to  twenty-four  hours  by  distension  of 
the  abdomen.  The  demonstration  of  dulness  in  the  flanks  is 
the  sign  which  will  most  surely  lead  one  to  a  correct  diagnosis; 
if,  as  described  by  Mr.  Ballance,  on  changing  the  position  of 
the  patient  the  dulness  of  the  right  loin  disappears,  but  not 
that  of  the  left,  a  diagnosis  of  rupture  of  the  spleen  or  left 
kidney  can  be  safely  made.  I  feel  sure  that  if  my  attention 
had  been  drawn  to  Mr.  Ballance's  paper  before  I  saw  my 
case  I  should  have  been  able  to  diagnose  it  correctly.  Diminu- 
tion of  the  liver  chdness  has  been  noted  in  a  few  cases  and  can 
be  explained  by  the  distension  of  the  abdomen  or  by  a  con- 
comitant rupture  of  the  stomach  or  small  intestine.  No 
external  marks  of  injury  are  present  in  most  cases. 

From  the  point  of  view  of  treatment  I  propose  to  divide 
the  cases  into  four  groups. 

(1)  The  patient  dies  at  once  or  within  a  few  minutes  of  the 
accident.  These  cases  hardly  come  within  the  range  of 
surgery,  and  I  can  find  no  cases  of  successful  operation  within 
the  first  hour. 

(2)  The  opposite  extreme;  the  symptoms  are  greatly 
delayed;  I  have  found  instances  of  delay  from  twenty-four 
hours  to  fifteen  days ;  this  can  be  accounted  for  by  the  tern- 
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porary  arrest  of  the  bleeding  by  clotting  or,  in  some  cases, 
by  the  haemorrhage  being  at  iirst  subcapsular  and  later  burst- 
ing through  the  capsule. 

(3)  The  majority  of  cases ;  here  the  initial  shock  of  the 
accident,  when  present,  is  recovered  from,  and  after  from  one 
to  twenty-four  hours  s3'mptoms  of  hferaorrhage  show  them- 
selves. 

(4)  A  very  few  cases  where  the  symptoms  of  rupture  of 
the  spleen  have  been  present  and  have  gradually  passed  off 
without  operation. 

Xow,  which  of  these  groups  of  cases  require  operative 
measures  ?     After  careful  consideration,  my  answer  is  all. 

In  the  first  group  the  only  chance  is  immediate  laparotomy, 
though  I  fear  there  is  not  much  hope  of  saving  the  patient. 

The  cases  in  the  second  group — viz.  those  of  delayed 
bleeding — are  iu  great  danger.  The  clot  may  become  dis- 
placed, or  the  capsule  may  rupture  from  distension,  and  in 
some  of  them,  at  any  rate,  the  secondary  bleeding  is  very 
severe. 

I  think  it  may  be  laid  down  as  a  sound  surgical  rule  that, 
if  after  showing  the  signs  of  an  intra-abdominal  hfemorrhage 
a  patient  recovers,  but  on  examination  the  spleen  is  found 
enlarged,  an  exploratory  laparotomy  is  strongly  indicated. 

I  do  not  think  any  surgeon  will  dis^Dute  that  the  cases  in 
the  third  group  should  be  explored. 

The  last  group,  where  the  patient  recovers  after  showing 
the  signs  of  a  ruptured  spleen  (but  without  obvious  enlarge- 
ment of  the  organ),  I  propose  to  include  as  suitable  for 
operation  for  the  following  reason :  that  in  two  cases  the 
effused  blood  has  become  auto-infected — in  one  case  leading 
to  a  subdiaphragmatic  abscess  and  a  fatal  result,  and  in  the 
other  to  signs  of  sapr^mia,  which  necessitated  opening  and 
washing  out  the  abdominal  cavity. 

One  question  that  I  should  very  much  like  to  hear  dis- 
cussed is.  May  one  operate  simply  on  the  strength  of  the 
history  of  the  accident  ?  I  am  sure  that  two  fatal  cases  of 
rupture  of  the  intestine  that  I  have  seen  would  have  recovered 
if  that  had  been  done.  The  objections  to  such  a  proceeding 
are  sufficiently  obvious. 

As  to  the  operation,  a  vertical  incision  through  the  rectus 
muscle  is  probably  the  best  to  start  with  ;  one  is  not  always 
certain  about  the  diagnosis,  and,  if  there  are  no  adhesions 
and  the  spleen  is  not  enlarged,  everything  can  be  done  through 
this  incision.    If,  on  the  contrary,  there  are  adhesions  between 
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the  spleen  antl  the  diaphragm,  the  operation  becomes  at  once 
one  of  the  most  hazardous  in  the  range  of  surgery ;  in  that 
case  a  transverse  incision  below  the  left  costal  margin  will  be 
necessary. 

Of  the  methods  employed  to  stop  the  bleeding,  ligahire  of 
the  pedicle  alone  has  been  performed  in  one  case  where  it  was 
found  impossible  to  excise  the  spleen. 

Suture  has  not,  as  a  rule,  been  found  satisfactory,  though 
a  successful  case  has  recently  been  published.  The  splenic 
substance  is  so  friable  that  this  method  is  likely  to  be  employed 
only  in  tears  limited  to  the  capsule. 

Gauze-packing  and  tampous. — These  are  not  always  trust- 
worthy, and  are  likely  to  cause  extensive  adhesions  which 
may  lead  to  subsequent  obstruction.  This  method  will,  I 
think,  be  the  best  for  cases  where,  owing  to  adhesions  between 
the  spleen  and  the  diaphragm,  excision  of  the  former  is  too 
risky  a  proceeding. 

Excision  of  the  spleen  will  usually  have  to  be  performed, 
first,  because  the  injury  is  often  so  severe  (the  organ  has,  in 
many  cases,  been  found  torn  into  two  or  more  pieces  and 
portions  have  been  washed  out  of  the  pelvis),  and  secondly, 
because  of  the  frequency  with  which  the  vessels  of  the  pedicle 
are  involved  in  the  injury. 

Moreover,  clamping  the  pedicle  at  once  controls  the  haemor- 
rhage. 

The  mortality  of  the  operations  for  rupture  of  the  spleen 
that  I  have  collected  is  as  follows  : 

Of  70  cases  recorded  since  1891,  42  were  operated  on.  Of 
these  27  lived,  15  died — a  mortality  of  36  per  cent,  (all  those 
not  operated  on  died). 

This  mortality  is  probably  much  too  favourable,  as  some 
cases  that  have  been  operated  on  and  died  may  not  have 
found  their  way  into  the  literature. 

The  causes  of  failure  after  operation  are  :  (1)  Peritonitis. 
(2)  Complications,  such  as  rupture  of  other  solid  or  hollow 
abdominal  viscera,  especially  the  left  kidney  ;  injuries  of  the 
left  pleura,  as  hemothorax ;  other  injuries,  as  fracture  of  base 
of  skull.  (3)  Operation  performed  too  late.  Out  of  28  cases 
where  it  is  stated  how  long  after  the  accident  the  operation 
took  place  3  operations  were  performed  within  the  first  two 
hours;  all  3  died  (probably  very  severe  cases) ;  14  operations 
took  place  from  three  to  twenty-four  hours  after  the  accident ; 
1 1  lived,  3  died ;  6  operations  were  done  "  the   next   day ";, 
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5  lived,  1  died  ;  5  operations  were  done  two  to  eight  days 
after  accident,  only  1  of  which  lived. 

The  sequels  of  the  operation  of  splenectomy  present  a  most 
interesting  problem. 

The  majority  show  no  abnormal  effect  except  a  transient 
aneemia  and  leucocytosis  which  swing  back  to  normal  in  about 
a  month,  and  an  enlargement  of  the  lymph-glands,  most  often 
the  left  axillary  and  inguinal;  otherwise  the  patients  are 
healthy. 

In  two  cases  the  j^atients,  though  pregnant  at  the  time  of 
operation,  have  gone  on  to  term.  Another  patient  was  suc- 
cessfully operated  on  for  a  resulting  ventral  hernia.  A  fourth 
recovered  from  an  attack  of  typhoid  fever  after  losing  his 
spleen. 

In  five  recorded  cases  (viz.  those  of  Messrs.  Ballance, 
Bernard  Pitts,  Ruthei'ford  Morison,  Heaton  and  Burrows)  a 
curious  set  of  symptoms  supervened  on  or  after  the  tenth  day  ; 
these  were  progressive  emaciation  (one  case  lost  three  stone), 
attacks  of  epigastric  pain,  pyrexia,  thirst,  rapid  pulse  and 
respiration,  headache,  drowsiness  and  irritability  of  temper. 

These  cases  have  cleared  up  on  the  exhibition  of  arsenic 
and  sheep's  spleens ;  in  one  case  the  patient  relapsed  when 
the  treatment  was  discontinued. 

Mr.  Ballance  has  suggested  that  these  symptoms  may  be 
due  to  the  fact  that  it  takes  some  time  for  the  other  organs  of 
the  body  to  take  over  the  functions  of  the  spleen,  and  that  it 
is  less  likely  to  occur  in  children,  in  whom  the  tissues  are  said 
to  be  less  specialised.  The  latter  part  of  his  theory  is  not 
supported  by  the  ages  of  the  five  cases  which  I  have  just 
referred  to  ;  they  were  4,  9,  16,  36,  and  45  years. 
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VI. — A  Case  in  whicli  ihe  Pleura  confaiiied  several 
Pints  of  Calcareous,  Mortar-lihe  Fluid.  By  Samuel 
West,  M.D.     Bead  November  24,  1905. 

EDWARD  J — ,  a  printer's  labourer,  get.  32,  was  sent  into  the 
hospital  with  the  diagnosis  of  empyema.  He  stated 
that  he  was  well  until  four  weeks  ago,  when  he  had  pain  in  the 
left  side.  He  went  to  his  doctor  subsequently,  who  on  March 
5  drew  off  15  oz.  of  whitish  fluid  and  then  sent  him  into 
hospital.  The  doctor  subsequently  stated  that  he  had  known 
of  the  fluid  in  the  chest  for  at  least  twelve  years.  The  patient 
walked  into  the  ward  and  appeared  in  no  discomfort.  He 
had  spinal  curvature  and  consequent  deformity,  but  other- 
wise was  well  developed  and  seemed  well.  Examination 
revealed  no  physical  signs  except  in  the  chest.  The  spinal  cur- 
vature was  lateral,  with  the  convexity  to  the  right  in  the  mid- 
dorsal  region.  On  percussion  the  whole  left  side  was  dull  back 
and  front  from  top  to  bottom,  the  vocal  vibrations,  vocal 
resonance,  and  breath-sounds  being  everywhere  completely 
absent.  The  heart  was  slightly  displaced  to  the  right,  the 
right  limit  of  the  cardiac  dulness  reaching  about  one  inch 
beyond  the  right  edge  of  the  sternum.  The  area  of  stomach 
resonance  was  absent.  The  upper  border  of  the  liver  dul- 
ness on  the  right  side  was  in  its  normal  place.  The  other 
lung  was  apparently  healthy. 

The  diagnosis  made  was  that  of  pleuritic  effusion. 
Accepting  the  doctor's  diagnosis,  it  was  noteworthy  that  the 
temperature  w^as  not  raised. 

On  March  9,  two  days  after  admission,  an  exploring 
needle  was  inserted  in  the  middle  of  the  left  axilla,  and  a 
thick  whitish  fluid  like  Devonshire  cream  was  obtained.  A 
rough  examination  made  in  the  ward  showed  that  it  contained 
no  cholesterin  crystals,  and  very  little  fat,  and  no  cells  of  any 
kind.  Numerous  bright  refractive  globules  were  seen,  some 
of  them  staining  with  Sudan  iii.  No  organisms  were  found, 
and  the  culture  was  sterile.  On  March  14  another  puncture 
was  made  in  the  same  position  and  an  ounce  of  similar  fluid 
obtained  Avith  difficulty. 

The  chemical  report  made  by  Dr.  Hurtley  was  as  follows  : 
"The  material  submitted  contains  a  large  quantity  of  calcium 
phosphate,  a  small  amount  of  fat,  and  a  little  sodium  chloride. 
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There  is  no  cliolesterin  ;  there  is,  further,  some  organic  sub- 
substance  the  nature  of  which  is  not  yet  made  out." 

The  substance  obtained  on  exploration  so  much  resembled 
what  might  have  been  found  in  a  tuberculous  gland  which  had 
undergone  calcareous  degeneration  that  it  was  carefully 
examined  for  tubercle  bacilli  but  with  negative  results.  It 
was  possible  also  that  the  needle  might  have  reached  such  a 
cavity,  and  that  the  fluid  in  the  pleura  was  of  a  difl^erent 
character.  Further  exploration  was  made  with  the  needle, 
which  was  passed  in  different  directions,  but  no  different  fluid 
was  obtained.  It  was  evident,  therefore,  that  the  pleura  was 
full  of  this  substance,  and  the  question  arose  Avhether  it 
should  be  evacuated  by  operation.  Such  an  effusion  must 
have  been  of  long  standing  (we  did  not  at  the  time  know  that 
its  existence  was  of  twelve  years'  duration  or  more).  The  lung- 
must,  therefore,  be  in  all  probability  completely  collapsed  and 
incapable  of  re-expansion.  To  empty  the  pleura  of  this  fluid 
Avould  have  left  an  intractable  cavity,  which  would  probably 
become  septic.  As  the  patient  was  well  in  himself,  and  suffering 
no  distress,  it  was  decided  to  leave  well  alone  and  not  interfere. 
The  patient  went  on  well  till  April  18th,  when  he  caught  a 
cold.  Bronchitis  developed  and  the  breathing  became  difficult. 
A  week  later  he  had  become  very  ill,  with  severe  dyspnoea 
and  a  failing  pulse.  An  exploring  needle  was  again  inserted 
in  the  hope  that  the  fluid  might  in  some  way  have  changed 
in  character  and  become  more  easy  of  removal,  but  no 
change  had  occurred.  On  May  1st  the  patient  died  of  acute 
bronchitis.  The  temperature  throughout  was  normal  until 
the  bronchitis  developed,  when  it  became  irregular,  reaching 
102°  or  103°  in  the  evening. 

The  2)ost-inortem  examination  showed  that  except  for  the  con- 
dition in  the  thorax,  the  body  was  healthy.  The  curvature  of 
the  spine  was  not  due  to  any  disease  of  the  bones,  which  were 
perfectly  healthy.  There  was  no  sign  of  tubercular  disease 
in  any  part  of  the  body,  unless  two  small  calcareous  glands  in 
the  mesentery  not  larger  than  peas  were  to  be  referred  to 
this  cause.  The  right  lung  was  congested  and  oedematous 
and  perhaps  a  little  emphysematous.  The  right  pleura  was 
free  from  adhesions ;  it  too  was  free  from  evidence  of  tubercle. 
The  heart  w^as  slightly  displaced  to  the  right.  The  left  pleura 
contained  about  four  pints  of  cream-like  fluid,  similar  to  that 
which  had  been  withdrawn  during  life.  On  excavating  this 
the  pleura  was  found  tobegenerally  thickened  and  to  measure 
about  one  eisrhth  of  an  inch  all  over.     It  was  covered  with  a 
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white  clialky  lining  wliich  could  be  easily  peeled  off,  leaving  the 
pleural  surface  smooth.  This  lining  varied  in  thickness  from 
one  sixteenth  of  an  inch  to  about  half  an  inch  in  the  most  depen- 
dent pai'ts.  In  this  lining  were  found  very  numerous  irregular, 
flat,  calcareous  masses  of  various  sizes  and  shapes.  Most  were 
free  but  a  few  adhered  to  the  pleura.  Some  were  quite  tiny,  the 
largest  about  an  inch  square,  but  most  of  them  were  about 
half  this  size  or  somewhat  smaller.  The  greatest  number  lay 
in  the  posterior  and  lower  part  of  the  pleural  cavity,  near  the 
spine.  The  pleural  cavity  was  compared  in  appearance  to  a 
chalk-pit. 

The  left  lung  had  to  all  intents  and  purposes  completely 
disappeared.  By  tracing  the  bronchi  of  the  left  lung  a  small 
residue  of  somewhat  pigmented  fibrous  tissue  was  found 
surrounding  them,  which  possibly  represented  the  lung,  but 
this  was  all.  The  main  bronchi  themselves  Avere  natural  and 
not  dilated. 

On  the  right  side  of  the  trachea,  just  above  the  bifurcation, 
a  large  calcareous  gland  was  found  the  size  of  a  small  walnut, 
and  two  similar  glands  the  size  of  peas  were  found  in  the 
mesentery.  The  spleen  came  down  below  the  ribs  but  was 
not  enlarged. 

Microscopic  sections  were  cut  of  the  pleura  and  lung 
residue,  and  a  bacteriological  examination  made  of  the  pleural 
contents.     No  evidence  of  tuberculosis  was  found  in  them. 

The  following  report  of  the  chemical  examination  of  the 
pleural  contents  was  made  by  Dr.  Hurtley : 

"  Water,  83  per  cent. ;  dry  residue,  17  per  cent.  (7"5 
inorganic,  9*5  organic)." 

Analysis  of  the  inorganic  material  showed  that  it  consisted 
of  calcium  phosphate  with  a  little  sodium  chloride.  The 
organic  material  was  in  part  soluble  in  ether  and  consisted  of 
fat  and  cholesterin.  The  part  not  soluble  in  ether  was  nitro- 
genous in  character. 

The  interest  of  the  case  lies  in  the  character  of  the  pleural 
contents.  So  far  as  I  am  aware  this  case  is  unique.  I  have 
certainly  never  seen  anything  at  all  similar  myself,  nor  have 
I  succeeded  in  finding  any  case  like  it  recorded. 

When  I  saw  the  fluid  first  I  thought  it  would  prove  to  be 
an  empyema  Avhich  had  undergone  fatty  change.  The  colour 
was  against  this,  for  in  most  of  such  cases  the  effusion  has  a 
distinctly  j^ellow  tinge  and  this  was  white.  The  rough 
examination  made  in  the  wards  also  disproved  this,  for  little 
or  no  fat  was  found.      The  substance  resembled  most  that 
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found  in  partially  softened  calcareous  gland.  On  this  analogy 
it  might  be  referred  to  an  empyema  of  very  long  standing, 
the  cells  of  which  had  disintegi-ated  and  the  products  been 
absorbed  in  great  part,  while  the  residue  became  infiltrated 
with  lime-salts.  I  have,  however,  never  seen  anything  of 
this  kind  even  in  small,  long-standing,  localised  empyemata. 

Another  point  of  great  interest  is  the  complete  disappear- 
ance of  the  lung,  the  only  trace  of  this  organ  left  being 
apparently  the  small  mass  of  pigmented  fibrous  tissue  sur- 
rounding the  bronchi  at  the  root  of  the  lung.  I  do  not  know 
of  any  other  instance  of  such  complete  disappearance  of  a  com- 
pressed lung. 

Another  question  arises,  whether  the  fatal  result  of  the 
bronchitis  could  have  been  avoided  by  paracentesis.  A 
patient  with  one  lung  only  runs  great  risk  Avith  any  affection 
of  it;  but  the  bronchitis  was  a  primary  one  of  an  acute 
inflammatory  character  as  shown  by  the  fever,  and  not 
dependent  in  any  way  upon  the  condition  of  the  opposite 
pleura,  nor  could  evacuation  have  given  any  relief,  for  the 
parts  were  fixed  by  adhesions  in  the  mediastinum  and  there 
was  no  lung  left  on  the  affected  side  to  exj)and. 
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VII. — Periodic  Besjnratiou.     By  Samuel  West,  M.D. 
Bead  Nuvevdjer  24,  1905. 

THE  respirations  under  normal  conditions  follow  one  another 
witli  great  regularity,  as  they  do  also  when  the  breathing- 
is  accelerated  or  slowed.  If  under  the  influence  of  emotion 
or  other  causes,  they  become  irregular  ;  these  irregularities 
are  themselves  irregular  in  their  recurrence. 

Sometimes,  however,  the  respirations  are  grouped  together 
in  periods  or  phases,  which  recur  with  greater  or  less  regu- 
larity— i.  e.  at  more  or  less  regular  intervals ;  this  is  called 
'Aperiodic  respiration."  Of  "periodic  respiration"  there  are 
tAvo  special  forms:  the  best  known  is  Cheyne-Stokes  breathing. 

In  this  form  the  groups  of  respirations  are  separated  by 
long  pauses,  lasting  20,  30,  or  even  45  seconds,  after  which 
the  respirations  begin  again,  small  at  first,  gradually  in- 
creasing in  range  up  to  a  certain  maximum,  and  then  gradually 
decreasing  until  they  cease  and  the  next  pause  begins.  The 
rate  of  the  breathing  is  much  accelerated,  so  that  the 
number  of  respirations  may  easily  be  40  in  the  minute,  even 
when  there  is  a  pause  of  forty  seconds,  so  that  while  the  breath- 
ing lasts  it  may  be  at  the  rate  of  120  in  the  minute.  These 
three  features — (1)  the  long  pauses,  (2)  the  crescendo  and 
diminuendo  of  the  respirations,  and  (3)  the  rapid  rate — are 
the  essential  characteristics  of  Cheyne-Stokes'  breathing.  The 
attacks  come  and  go,  may  last  a  few  hours  or  many  days,  with 
intervals  of  normal  breathing,  and  are  often  more  marked  at 
night  or  possibly  present  only  then.  As  a  rule  they  generally 
increase  in  duration  the  longer  the  patient  lives  and  may  at 
last  be  continuous. 

Cheyne-Stokes  breathing,  though  met  with  occasionall}^  in 
cerebral  or  bulbar  affections,  is  much  more  frequent  and 
characteristic  with  a  failing  left  ventricle,  and  is  then  practi- 
cally of  fatal  omen.  Cases  are  recorded  in  which  Cheyne- 
Stokes  breathing  has  occurred  in  perfectly  healthy  persons 
and  lasted  for  j^ears  or  even  for  the  whole  of  life.  It  is  seen 
also  in  the  aged  during  sleep  without  any  other  symptom. 
But  the  existence  of  these  cases  does  not  affect  the  general 
significance  of  the  pathological  group  with  which  alone  I  am 
now  dealing. 

The    second    form    of    "  periodic    respiration "    is    called 
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"  grouped  respiration/'  for  the  respirations  occur  in  groups 
of  2,  3,  or  4  at  a  time.  Each  respiration  is  slow  and  deliberate 
and  of  approximately  equal  depth,  while  the  intervals  are 
rarely  longer  than  ten  or  perhaps  fifteen  seconds,  so  that  the 
rate  of  respiration  is  not  more  than  8  to  10  or  12  in  the 
minute. 

The  difference  between  the  two  forms  is  well  shown  in  the 
following  diagrams,  reduced  from  tracings. 

These  two  forms  stand  in  marked  contrast  with  one  another 
not  only  clinically,  but  also  in  prognostic  significance. 

Cheyne-Stokes  breathing  is  a  very  serious  symptom  and 
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may  be  regarded  as  practically  of  fatal  omen.  In  nervous 
affections  it  develops  only  in  the  last  stages  of  a  fatal  disease, 
when  the  patient  is  moribund.  In  heart  disease  it  may  occur 
when  there  are  no  other  signs  of  grave  import  observable,  but 
its  significance  is  the  same  and  death  will  follow  ere  long, 
though  it  may  be  deferred  a  few  weeks  sometimes  or  even 
months.  In  heart  disease,  then,  it  is  of  the  highest  prognostic 
value. 

Grouped  respirations  occur  so  far  as  I  know  only  in  menin- 
gitis and  generally  with  the  posterior  basic  form.  It  has, 
however,  not  the  same  prognostic  value,  for  if  the  disease  runs 
a  favourable  course  the  phenomenon  Avill  disappear. 
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VIII. — Oil  a  Case  of  Relapsing  Tela  hi/  associated  with 
Dilatation  of  the  Sigmoid  Flexure.  By  F.  Lang- 
mead,  M.D.  (introduced  by  Dr.  GArxROD).  Read 
November  2-1,  1905. 

THE  case  is  that  of  a  boy,  £et.  6  years,  who  was  under 
the  care  of  Dr.  Garrod  at  the  Hospital  for  Sick  Chiklren, 
Great  Ormond  Street,  to  whom  I  am  indebted  for  permission 
to  use  these  notes.  He  first  came  nnder  observation  in 
November,  1903,  when  he  was  admitted  with  a  history  of  hav- 
ing always  been  thin  and  Aveakly  and  of  having  had  frequent 
diarrhoea.  His  abdomen  had  been  noticed  to  be  unusually 
prominent.  There  had  been  rapid  Avasting  for  the  preceding 
three  weeks.  He  was  found  to  be  a  thin,  ill-developed, 
rickety  child,  having  a  strikingly  aged  appearance.  His 
abdomen  was  very  much  distended,  showing  obvious  intestinal 
coils.  There  was  no  evidence  of  ascites,  nor  could  any  masses 
be  felt,  yet  in  spite  of  these  negative  signs  the  general  abdo- 
minal fulness,  the  wasting  and  the  presence  of  enlarged  glands 
seemed  to  favour  abdominal  tuberculosis  as  the  most  probable 
diagnosis. 

While  in  the  hospital  he  developed  well-marked  tetany  of 
both  the  upper  and  lower  extremities,  accompanied  by  marked 
facial  ii-ritability.  Associated  with  this  there  were  very 
unhealthy  motions,  which  were  large  and  pultaceous  and 
greyish-green  in  colour.  Intestinal  antiseptic  treatment  by 
means  of  bismuth  salicylate  was  ineffectual,  and  improvement 
was  oidy  started  by  irrigating  the  lower  bowel  every  morning. 
Under  this  treatment  he  steadily  gained  weight  and  his  tetany 
disappeared  syuchronously  with  the  appearance  of  healthy 
motions.     His  abdominal  condition  remained  the  same. 

In  February,  1904,  three  months  after  admission,  he  was 
discharged. 

He  was  re-admitted  in  March  with  another  attack  of  tetany, 
which  was  said  to  have  started  soon  after  he  had  left  the  hos- 
pital. The  disease  had  now  assumed  a  very  severe  form.  His 
hands  and  feet  were  in  an  exaggerated  tetanic  position  (PI.  IV), 
the  hands  being  flexed  on  the  fore-arms  at  an  acute  angle. 
The  spasm  was  sufficient  to  cause  him  to  cry  out  from  j^ain, 
and  it  was  found  necessary  to  use  chloroform  to  give  him  relief. 
His  motions  had  the  same  appearance  as  on  the  first  admis- 
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Bion.     Nothing-  fresli  was  noted  about  the  ahdomen.     Three 
weeks  later  he  was  again  discharged,  free  from  spasm. 

A  fortnight  after  he  Avas  admitted  for  the  third  time,  with 
a  history  of  increased  abdominal  distension,  offensive  stools, 
and  tetany  for  a  week.  On  this  occasion  the  abdomen,  as 
before,  was  tense  and  distended,  but  now  in  addition  a  definite 
viscus  could  be  seen  standing  out  in  the  left  hypochrondriac 
and  lumbar  regions.  This  at  first  was  thought  to  be  a  dilated 
stomach,  and  the  condition  to  be  that  of  gastric  dilatation 
with  tetany,  occurring  at  an  unusually  early  age,  but  while 
Avashing  out  the  stomach  its  limits  could  be  clearly  defined 


Fig, 


7. — A.  Sigmoid  flexure,     b.  Liver,     c.  Suspensory  ligament 
of  the  liver,     d.  Coils  of  small  intestine. 


by  palpation  and  percussion  and  were  found  to  be  normal. 
The  viscus  was  consequently  considered  to  be  the  transverse 
colon.  He  was  discharged  free  from  tetany  in  June  and 
had  no  recurrence  until  January,  1905,  seven  months  later. 
Then  he  was  admitted  for  the  fourth  time  with  very  severe 
tetany  and  porridge-like  stools.  As  before,  a  viscus  could  be 
plainly  seen  standing  out  above  and  to  the  left  of  the  umbilicus. 
Careful  dieting,  gastric  lavage,  and  intestinal  antiseptic  treat- 
ment were  tried  for  a  month,  and  did  no  good.  Rectal  irriga- 
tion was  then  tried  as  on  the  first  occasion,  and  from  that 
time  he  improved  rapidly,  losing  tetany  and  quickly  gaining 
weight. 
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He  was  redischarged  very  much  better  in  Mai'cli,  1905, 
three  months  after  admission.  A  fresh  symptom  had  occurred 
which  was  very  puzzling,  namely  htematuria  associated  with 
slight  albuminuria.  He  had  been  outside  the  hospital  only 
a  fortnight  before  he  was  admitted  for  the  fifth  time  Avith 
diphtheria  and  tetany,  whicli  proved  rapidly  fatal. 

Post  mortem. — I  found  the  body  to  be  that  of  a  very  poorly 
nourished  undersized  child.  There  was  severe  faucial  and 
laryngeal  diphtheria  and  secondary  broncho-pneumonia.  With 
regard  to  the  previous  symptoms  and  signs  the  abdominal 
condition  was  of  greatest  interest.  Here  it  w^as  at  once 
evident  that  there  was  an  unusual  arrangement  of  intestines. 
The  sigmoid  loop  occupied  the  greater  part  of  the  left  side 
of  the  cavity,  reaching  up  to  the  costal  margin  and  hiding  the 
stomach  from  view.  No  coils  of  small  intestine  could  be  seen 
except  those  which  lay  to  the  right  of  the  mid-line,  the  others 
being  displaced  by  the  sigmoid.  The  rectum  too  was  much 
ballooned,  whilst  at  the  junction  of  the  rectum  and  sigmoid 
was  a  more  constricted  zone,  but  even  here  the  lumen  was 
certainly  as  large  as  normal.  The  rectum  and  sigmoid  together 
held  about  eleven  ounces  of  fluid.  This  distended  loop  was 
attached  to  the  posterior  abdominal  wall  by  a  long  mesentery, 
measuring  six  inches  from  the  centre  of  the  loop.  There  was 
a  second  peritoneal  attachment  by  a  fold  which  ran  from  this 
mesentery  close  to  the  gut  to  the  hepatic  flexure  of  the  colon, 
forming  a  crescentic,  sharp  edge,  crossing  the  mid-line  about 
the  level  of  the  umbilicus.  The  walls  of  the  sigmoid  appeared 
slio^htly  hypertrophied.  Xeither  the  rest  of  the  intestine  nor 
the  stomach  was  dilated.  The  htematuria  found  its  explana- 
tion in  the  presence  of  two  calculi  in  the  pelvis  of  the  right 
kidney.  One  was  a  coral  calculus  weighing  sixtj'-three  grains, 
the  other  a  smaller,  smooth  calculus  occupying  a  single  calyx, 
and  weighing  five  grains.  Chemical  examination  proved  them 
to  be  uric  acid.  There  was  no  appai*ent  destruction  of  kidne}-- 
tissue.  There  was  no  change  in  the  neuro-muscular  system 
detectable  by  the  imaided  eye. 

Dr.  Graham  Forbes  kindly  examined  the  sigmoid  histo- 
logically and  reported  that  there  was  necrosis  of  the  cells  of 
the  glands  and  of  the  lymph-follicles.  The  muscularis 
raucoste  was  thickened.  There  was  no  change  in  the  circular 
or  longitudinal  muscular  coats.  His  report  of  the  median  and 
ulnar  nerves  was  that  there  were  evidences  of  early  neuritis 
such  as  was  compatible  with  fatal  diphtheria.  The  anterior 
cornual  cells  were,  unfortunately,  not  examined,  but  in  view  of 
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the  periods  of  complete  recovery  no  great  cliange  was  possible, 
and  a  slight  change  would  have  been  obscured  by  the  action 
of  the  diphtheria  toxins. 

The  interesting  features  of  this  case  were  its  association 
(a)  with  dilatation  of  the  sigmoid  flexure  (&)  with  renal  calculus. 

(a)  The  concurrence  of  gastro-ectasis  with  tetany  is,  of 
course,  now  thoroughly  established,  nearly  ninety  cases  having 
been  put  on  record,  but  in  a  fairly  exhaustive  search  in  the 
literature  of  this  subject  I  have  only  been  able  to  find  one 
other  case  where  local  dilatation  of  intestine  occurred.  This 
is  one  recorded  by  Dudley  Greenfield  (1)  in  1903.  In  this  fatal 
case  there  was  local  dilatation  of  the  upper  part  of  the 
jejunum. 

(6)  Abnormal  renal  conditions  have  been  occasionally 
found.  Imbert-Gourbeyre  (2)  and  Hoffmann  (3)  each  des- 
cribed a  case  of  tetany  with  acute  nephritis,  and  Blasicek  (4) 
Trevelyan  (5),  Wick  (6),  and  Moorhead  (7),  each  cases  with 
cirrhosis  of  the  kidneys.  Guraprecht  (8)  found  the  nrotoxic 
equivalent  increased,  while  Jacobson  (9)  and  Ewald  (10) 
isolated  a  poisonous  albumose  from  the  urine  but  in  quanti- 
ties too  small  for  animal  experiments.  I  can  find  no  record 
of  the  association  of  tetany  with  renal  calculus,  yet  in  the 
post-mortem  books  of  the  Hospital  for  Sick  Children  there  are 
ten  fatal  cases  of  tetany  and  in  three  of  these  renal  calculi 
were  found.  This  gives  a  percentage  of  thirty,  which  is  alto- 
gether beyond  the  average  proportion  of  renal  calculus  p)ost 
mortems,  these  being  only  about  0*45  per  cent.  The 
explanation  of  this  association  is  problematical ;  but  taking 
into  consideration  the  urinary  changes  which  have  been  found, 
it  seems  feasible,  as  has  been  suggested  in  the  case  of  neph- 
ritis, that  the  calculi  are  the  product  of  the  irritative  effect  of 
toxin-laden  urine. 

There  seems  no  doubt  that  the  tetany  in  this  case  was  due 
to  the  dilatation  of  the  sigmoid  flexure.  The  invariable  asso- 
ciation of  abdominal  distension  and  pain  and  of  foul,  pultaceous 
motions  with  the  attacks  and  the  immediately  beneficial  effect 
of  irrigation  of  the  large  intestine  point  definitely  in  that 
direction.  The  actual  pathogeny  of  tetany  in  cases  of  gastric 
dilatation  is  still  a  much  disputed  jDoint,  but  the  trend  of 
opinion  is  now  in  favour  of  regarding  it  as  the  result  of  the 
action  of  a  poison  produced  in  the  stomach  on  nerve-cells. 
An  important  experimental  evidence  of  this  is  the  work  of 
Bouveret  et  Devic  (11),  who  in  three  cases  of  tetany  associated 
with  gastric  dilatation  isolated  a  substance  from  the  stomach 
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conteuts  wliicli  produced  tlie  picture  of  tetany  when  injected 
into  animals.  As  far  as  one  case  can  go,  this  one  shows  that 
the  stomach  element  is  not  essential  and  that  the  toxin,  what- 
ever it  is,  can  be  equally  well  formed  lower  in  the  alimentary 
tract,  for  in  this  case  there  was  no  evidence  of  any  gastric 
abnormality. 

This  would  bring  gastric  tetany  more  closely  into  lincAvith 
the  tetany  of  infants,  for  in  these  there  is  almost  invariably 
something  to  point  to  an  abnormal  condition  of  the  alimentary 
tract.  Out  of  22  cases  of  children  with  tetany  under  observa- 
tion as  in-patients  at  Great  Ormond  Street  in  the  last  ten 
years,  12  had  diarrhoea,  3  had  unhealthy  motions  and  11 
vomiting.  Of  only  2  is  there  no  record  of  either  diarrhoea  or 
vomiting. 

This  case,  I  think,  is  one  more  witness  in  favour  of  the 
toxsemic  origin  of  tetany,  but  a  toxaemia  produced  under 
variable  circumstances  and  probably  due  to  a  variety  of 
toxins. 
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PLATE   V. 

Ilhistrating  Mr.   J.  Jackson  Clarke's  paper  on  the  Present  Position 
of  the  Treatment  of  Congenital  Dislocation  of  the  Hip-joint. 
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IX. — The  Present  Position  of  the  Treatment  of  Congenital 
Dislocation  of  the  Hip-Joint,  illustrated  by  an 
Account  of  the  Results  in  two  Series,  each  of  ten  con- 
secutive Gases.  By  J.  Jacksox  Claeke,  M.B.Loxd. 
Read  December  8,  1905. 

ON  a  previous  occasion  before  tliis  Society  I  have  expressed 
the  opinion  that  a  just  appreciation  of  the  value  of  Lorenz's 
manipulative  method  of  treatino*  cougenital  dislocation  of  the 
hip  can  only  be  arrived  at  by  the  study  of  the  results  obtained 
in  a  considerable  number  of  consecutive  cases,  the  patients 
being  within  the  prescribed  limits  of  age — i.e.  up  to  eight 
years  in  bilateral  and  up  to  ten  years  in  unilateral  cases. 

The  results  of  two  such  series  of  cases  have  already  been 
published  in  this  country  by  Burghard*  and  Openshaw  ;  t 
the  former  had  one  success  in  ten,  the  latter  three  "  good 
results  "  in  twenty  cases. 

These  results  were  so  unsatisfactory  that  both  surgeons 
relincpiishedthe  method,  reverting  to  the  open  operation,  which 
Lorenz,  after  an  unrivalled  experience  of  it,  had  definitely 
abandoned  in  1896  in  favour  of  his  manipulative  method. 
My  own  results  with  the  latter  had  up  to  the  year  1903  been 
as  unsatisfactory  as  those  of  Burghard  and  Openshaw,  only 
an  occasional  success  being  obtained.  This  had  led  me  to  try 
the  open  operation  in  one  instance ;  and  it  might  have  led  me 
to  abandon  manipulative  methods  had  1  not  been  convinced, 
by  some  dissections  I  made  some  fifteen  years  ago  in  a  case 
of  double  congenital  dislocation,  that  this  deformity  ought  to 
be  curable  by  manipulation  if  the  right  way  could  only  be 
found.  Lorenz's  visit  to  this  country  in  1908  and  his  patient 
demonstration  of  every  technical  detail  of  his  method  enabled 
me  to  see  Avherein  lay  the  sources  of  failure. 

The  two  series  of  cases  the  results  of  which  are  detailed 
below  comprise  all  the  patients  under  the  age  of  ten  years 
whom  I  have  treated  for  congenital  hip-dislocation  since  the 
beginning  of  1903. 

In  the  first  series  the  ages  of  the  patients  varied  from  three 
to  nine  years  and  two  of  them  were  cases  of  bilateral  disloca- 
tion, thus  there  were  twelve  joints.  Of  these  nine  are  cured. 
In  three  the  head  of  the  femur  Avas  "  anteverted,"  as  it  is 
termed,    at   the    operation.       Of  these  anteversions  one  has 

*  Burghard,  Brit.  Med.  Journ.,  October  19,  1901. 
t  Openshaw,  Clin.  Soc.  Trans.,  1903,  p.  1-46. 
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relapsed,  one  is  doubtful,  the  third  is  firmly  established,  the 
head  of  the  femur  beiny-  placed  beneath  the  anterior  superior 
spine,  and  the  new  joint  having-  a  full  physioloo'ical  range  of 
movement ;  this  patient  is  a  g-irl  ^et.  8,  who  had  bilateral  dis- 
location ;  she  now  walks  as  firmly  with  this  "  anteverted  " 
joint  as  she  does  with  the  other,  Avhich  is  completely  cured, 
fn  the  second  series,  also  of  ten  cases  (ages  of  patients  being 
from  two  to  nine  years),  there  were  three  dovible  dislocations. 
Complete  anatomical  reduction  has  been  effected  in  every 
one  of  these  thirteen  joints.  In  neither  series  of  cases  was 
there  any  kind  of  operative  misha]). 

In  connection  with  one  of  the  cases  belonging  to  Series  1 
that  I  showed  before  this  Society  (October  28,  1904) 
Mr.  Tubby  expressed  a  vigorous  scepticism  as  to  the  patient 
being  on  her  way  to  be  cured,  and  suggested  the  need  of  a 
committee  of  this  Society  to  inquire  into  the  method.  Since 
that  occasion,  in  replying  to  a  paper  that  I  read  at  a  pro- 
vincial meeting,  Mr.  Tubby  has  accepted  *  ni}-  view  and 
expressed  himself  as  being  grateful  for  my  description  of  the 
method;  more  lately,  from  a  study  of  results  obtained  by 
surgeons  other  than  himself,  he  has  written  t  that  "  The 
results  of  the  last  two  years'  work  seem  to  show  that  in  the 
future  the  irreducible  cases  Avill  gradually  diminish  to  a 
vanishing  point."  It  is  a  pleasure  to  me  to  find  Mr.  Tubby 
agreeing  with  this  view,  which  I  have  previously  held  on  the 
basis  of  pathological  study  and  personal  clinical  work.  I  venture 
to  submit  that  this  view  is  now  proved  to  be  correct  by  the 
second  of  the  two  series  of  cases  that  I  bring  forward  to-night. 

The  accompanying  plates  (V  and  YI)  are  from  photographs 
of  the  patient,  Amy  T.,  of  the  first  series.  PL  Y  shoAvs  the 
profile  on  the  date  of  her  second  appearance  before  the 
Society  eai-ly  in  1905,  that  is,  when  the  "sub-pubic"  position 
of  the  head  of  the  femur  had  been  coi'rected  and  the  head  of 
the  femur  placed  upon  the  acetabular  surface.  At  this  time 
the  deg'ree  of  flexion  of  the  hip  shown  in  Plate  Y  was  rigidly 
maintained  by  muscular  spasm,  and  it  was  no  doubt  due  to 
want  of  harmony  between  the  joint-surfaces.  There  was  also 
a  fixed  abduction  of  about  30^.  The  remaining  two  illustra- 
tions show  the  condition  about  a  year  later.  In  PI.  YI  a  the 
left  thigh  is  seen  to  fall  naturally  into  hyper-extension,  and 
in  PI.  YI  B  the  degree  of  voluntar}'  flexion  is  shown.  This 
restoration  of  normal  function  to  the  reduced  hip  was  aided 
by  the  simple  exercises  recommended  by  Lorenz. 

*  A.  H.  Tubby,  Reports  of  the  Society  for  the  Study  of  Disease  in  Children, 
1905,  p.  29-1.       '  t  A.  H.  Tubby,  Practitioner,  November,  ISOo,  p.  683. 
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X. — A  Case  of  Ti/phoid  Fecer  icitli.  Peritonitis  hut  no 
Perforation  in  irliic/i  Laparotomy  was  j^^rformed. 
By  E.  AY.  aooDAi.L,  M.D.      Bead  December  8,  1905. 

THE  patient  was  a  boy,  ?et.  10,  who  was  admitted  to  the 
Eastern  Fever  Hospital  on  August  21,  1905,  certified  to 
be  suffering  from  typhoid  fever.  The  history  was  that  he 
had  been  quite  well  on  August  12,  on  which  day  he  had  been 
taken  from  his  home  in  Hackney  Wick  to  Caterham  on  a 
visit.  The  next  day  he  felt  poorly  and  had  a  headache,  and 
on  the  14th  he  had  diaiThoea.  As  he  became  worse  he  was 
brought  home  on  the  17th,  and  he  then  complained  of  abdo- 
minal pain.  He  was  sent  to  the  liospital  on  the  ninth  day  of 
the  illness. 

The  previous  history,  subsequently  obtained  from  the 
mother,  was  that  at  the  age  of  six  weeks  the  boy  suffered 
from  "  consumptive  bowels  " — that  is,  diarrhoea,  vomiting,  and 
cramps;  he  was  very  ill  and  not  expected  to  recover.  At  four 
and  a  half  months  he  had  pneumonia.  While  teething  he  again 
suffered  from  diarrhoea.  He  had  always  been  subject  to  loose- 
ness of  bowels,  some  articles  of  food  being  especially  prone  to 
cause  this ;  at  times  he  had  passed  blood.  On  admission  the 
patient  did  not  appear  to  be  very  ill,  his  temperature  was  103°  F. 
and  his  pulse  108.  He  complained  of  pain  in  the  lower  part  of 
the  abdomen,  but  the  pain  was  not  severe.  The  abdomen 
Avas  slightly  distended  and  its  walls  tense.  The  spleen  could 
just  be  felt  below  the  ribs.  The  liver  dulness  extended  from 
the  fifth  rib  to  the  costal  margin.  The  tongue  was  furred, 
but  moist.  There  were  a  few  suspicious,  faded,  rose  spots  on 
the  trunk.  There  were  no  adventitious  sounds  in  the  lungs,  and 
save  for  a  slight  systolic  murmur,  heard  best  at  the  apex,  the 
heart  was  normal.  There  was  no  albumen  in  the  urine,  which 
gave  Ehrlich's  diazo-reaction.  Next  day  there  were  definite 
spots,  and  the  diagnosis  of  typhoid  fever  was  made.  The 
serum  reaction  was  not  investigated  till  September  16,  when  a 
1  in  50  dilution  gave  a  positive  result.  From  the  day  of 
admission  to  August  31  there  was  nothing  eventful  in  the 
history  of  the  case.  The  temperature  ranged  from  97*8°  to 
103°,  oscillating  considerably,  and  being  lowest  in  the  morn- 
ing and  highest  in  the  evening.  The  four-hour  chart  was 
like  that  usually  seen  at  the  commencement  of  convalescence. 
From  mid-day  on  the  28th  to  the  morning  of  the  31st  the 
highest  recorded  temperature  was  100'2°.    The  pulse  and  res- 
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piration  varied  with  the  temperature^  from  72  to  114  and  from 
20  to  28.  The  bowels  were  moved  only  by  eiiemata.  There  was 
no  abdominal  pain  during  this  period.     AMien  the    medical 
officer    went    his   round   in   the    forenoon    of   the    31st,    the 
nineteenth  day  of  the  illness,  the  patient  was  complaining  of 
abdominal  pain,  but  it  was  not  severe.     He  noted  that  there 
was    slight    distension    and    slight    general   rigidity    of    the 
abdomen,  which,  however,  moved  well  on  respiration.     The 
liver    diilness   Avas    as    on    admission.     The    pulse    was    100, 
slightly  irregulai",  but  of  fair  volume.     At  (5  a.m.  the  tempera- 
ture had  been  101-6°.     It  fell  to  99-8''  at  10  a.m.  and  98-6°  at 
2  p.m.     The  pulse  varied  from   100  to  112,  Avhereas  it  had 
seldom  been  so  frequent  as  90  during  the  previous  two  days. 
At  3.40  p.m.  the  medical  officer  was  sent  for  by  the  nurse 
because  the  patient  was  crying  with  pain  in    the    abdomen. 
He  could  not  detect  any  sign  that   was  markedly  different 
from    what    he   had   found   in    the    morning.     The  patient's 
appearance  Avas  neither  anxious  nor  distressed.     He  gave  the 
boy  some  morphia.     I  saw  the  case  at  4  p.m.  and  noted  that 
the  abdomen  was  slightly  distended  and  rigid  all  over.     There 
was  some  impairment  of  resonance    all  over  the    right  side. 
The  pulse  was  102  and  of  good  volume.     At  5  p.m.  the  pulse 
was  112,  the  patient  had  no  pain  except   on  percussion,  and 
then  only  in  the  right  iliac  region  ;  he  was  drowsy.     At  6.45 
p.m.  the  pulse  Avas  104,  rather  smaller,  the  patient  Avas  still 
drowsy,  the  abdomen  Avas  more  distended  and  rigid.     At  6 
p.m.  the  temperature  Aventupto  104^;  there  AA-as  no  \-omiting ; 
on  palpating  the  abdomen  the  patient  flinched  only  when  the 
right  iliac  region  Avas  touched.     It  appeared  most  probable 
that  j^erforation  had  occurred,  so,  the  consent  of  the  parents 
haA'ing  been  obtained,  operation  Avas  decided  upon.     After  5 
o'clock  nothing  had  been  given  by  the   mouth.     The  patient 
haAang  been  put  under    chloroform   at    8.10,  the    abdomen, 
which  had  become  more  distended,  A\'as  opened  by  an  incision 
in  the  middle  line  beloAv  the   umbilicus.     A  little  dark  red 
serum    escaped.     The    coils    of   intestine    Avere    considerably 
distended;  one  or  tAvo    Avere    soon  found   Avhich   had    small 
patches  of  lymph  on  them.     The  small  intestine  joining  the 
Ccecum  AA'as  found  and  the  AA-hole  of  the  small  intestine  AA^as 
examined  without  a  perforation  being  detected;  in  fact,  the 
lower  two  or  three  feet  were  examined  three  times  most  care- 
fully.    The    caecum   appeared   normal,    as    did   the    sigmoid 
flexure  and  the  portion  of  the  descending  colon  adjoining  it. 
Scybala  could  be  felt  in  this  part  of  the  bowel.     But  though 
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no  perforation  could  be  found  there  was  a  good  deal  of  peri- 
tonitis. This  was  limited  to  the  last  foot  or  so  of  the  small 
intestine,  though  some  coils  further  away  but  lying  against 
the  former  were  also  affected.  The  peritonitis  near  the 
valve  was  most  intense,  the  peritoneum  being  most  acutely 
inflamed  and  covered  Avitli  many  large  and  thick  patches  of 
lymph.  Some  of  this  h-mph  could  be  Aviped  off  and  was 
evidently  quite  recent ;  but  a  good  deal  of  it  could  not,  being 
very  firm  to  the  touch  and  firmly  adherent  to  the  bowel. 
These  patches  of  lymph  were  mostly  situated  on  the  bowel 
close  to  its  mesenteric  attachment,  but  some  were  found  on 
the  mesentery.  In  some  places  there  were  small  ha?morrhages 
beneath  the  peritoneum,  and  some  of  the  adhesions,  on  being 
separated,  bled  a  little.  The  serum  and  lymph  Avere  not  at  all 
offensive.  The  mesenteric  glands  were  much  enlarged. 
Three  or  four  small  yellow  nodules  were  seen,  looking  like 
glands  about  to  break  down.  I  incised  one  about  the  size  of  a 
pea  and  expressed  it  from  its  capsule.  The  little  mass  was 
microscopically  examined  afterwards  and  found  to  consist  of 
lymphoid  tissue  only.  Xone  of  the  glands  were  fluctuating, 
though  they  were  very  soft.  I  could  feel  ulcers,  or  what 
seemed  to  be  ulcers,  in  the  last  few  inches  of  the  small  intestine, 
but  the  situation  of  the  thick  patches  of  lymph  did  not  corre- 
spond to  ulcers  or  the  usual  sites  of  ulcers.  The  appendix 
could  be  felt,  but  as  it  was  adherent  to  the  peritoneum  over 
the  psoas  I  could  not  bring  it  into  view.  1  could  not  find  any 
recent  lymph  about  it,  and  it  felt  normal.  As  the  peritonitis 
was  limited  to  the  neighbotirhood  of  the  ileo-c£ecal  valve  and 
the  gut  became  healthy  further  away,  no  more  examination 
was  made  than  what  I  have  stated  above.  I  got  out  two  or 
three  good-sized  masses  of  lymph  Avhich  appeared  to  be  free 
in  the  peritoneal  cavity.  The  pelvis  and  flanks  were  swabbed 
dry  and  the  abdominal  wound  stitched  up  with  silkworm 
gut.  It  was  nearly  9.30  before  the  boy  was  put  back  to  bed, 
as  the  search  for  a  perforation  had  taken  up  so  much  time. 

"With  the  exception  of  abscesses  in  connection  with  the 
two  upper  stitches  the  patient  made  an  tmeventful  recovery, 
and  I  do  not  think  that  these  would  have  occurred  if  the  boy 
had  not  on  the  night  following  the  operation  pushed  his 
fingers  under  the  dressings  and  picked  at  the  sutures.  The 
temperature  never  again  rose  above  normal  nor  the  pulse-rate 
above  120.  By  September  7  the  distension  quite  subsided. 
The  patient  Avas  discharged  from  the  hospital  on  October  21 
in  excellent  condition  ;  ho  had  groAA'u  quite  fat.     The  abdomen 
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appeared  to  be  a  little  prominent  in  its  lower  half,  but  I  could 
not  make  out  anytliing  amiss  with  it.  The  boy  was  brought 
to  see  me  a  week  later,  because  he  had  passed  a  little  blood  in 
his  stools,  as  he  had  done  occasionally  before  the  attack  of 
typhoid  fever ;  but  he  did  not  seem  to  be  any  the  worse  for 
this  occurrence. 

The  signs  which  induced  me  to  operate  in  this  case  were 
abdominal  pain  and  rigidity,  coming  on  somewhat  suddenly ; 
tenderness  on  pressure  in  the  right  iliac  region;  increase  in 
the  pulse-rate  ;  and  the  rise  of  temperature  to  104°.  These 
signs  are,  in  my  opinion,  sufficient  to  justify  the  diagnosis  of 
perforation,  yet  undoubtedly  in  a  few  instances  the  abdomen 
may  be  opened  when  signs  even  more  suggestive  than  these 
are  present,  and  no  perforation  will  be  found.  It  is  difficult 
to  arrive  at  certainty  in  diagnosis  at  an  early  stage,  yet  an 
early  operation  is  most  desirable  in  the  majority  of  cases. 
Consequently  he  who  has  many  opportunities  of  operating  early 
for  perforation  in  typhoid  fever  is  certain  now  and  then  to 
meet  with  a  case  in  which  no  perforation  has  occurred  ;  some- 
times, indeed,  there  may  be  not  even  peritonitis.  In  3  out  of 
"21  laparotomies  at  the  Eastern  Hospital  no  perforation  has 
been  found.  In  the  first  case  the  peritoneal  cavity  was 
normal ;  the  patient  had  been  admitted  with  symptoms  point- 
ing to  perforation  ;  possibly  they  were  due  to  a  right  basal 
pleuro-pneumonia  which  was  subsequently  found.  In  the 
second  case  severe  peritonitis  was  present,  the  patient  died 
two  and  a  half  days  after  the  operation,  and  a  perforation 
was  discovered  at  the  autopsy.  The  third  case  is  the 
subject  of  this  paper. 

The  slightness  and  short  duration  of  the  symptoms  are  re- 
markable compared  with  the  intensity  of  the  peritonitis,  which 
must  have  existed  for  several  daj's.  But  I  have  observed  in 
two  or  three  cases  of  jDerforation  in  which  I  have  operated 
that  the  peritonitis  has  been  much  more  intense  than  the 
symptoms  had  led  me  to  expect.  I  have  no  doubt  that 
peritonitis  may  precede  perforation  by  several  days.  The 
distribution,  hoAvever,  of  the  peritonitis  in  the  present  case 
suggests  that  it  was  not  due  to  a  perforation  which  had  been 
almost  immediately  sealed  with  lymph. 

The  patient's  history  suggests  that  he  was  the  subject  of 
disease  of  the  bowels  or  mesenteric  glands  in  early  childhood  ; 
possibly  some  morbid  condition  resulting  from  this  former  ill- 
ness may  have  determined  the  peritonitis  dviring  the  attack 
of  typhoid  fever. 
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XI. — Septic  Peritonitis  occurring  early  in  the  Course  of 
Typhoid  Fever  cqxirtfroni  Perfunition  {with  a  Tem- 
perature Chart).     By  W.  Gr.  Spencee,  M.S.     Read 
Decernher  8,  1905. 

ACUTE  septic  peritonitis  may   occur  early  in  tlie  course  of 
typhoid  fever  and  prove  rapidly  fatal.  Four  cases  recorded 
daring  the  first  months  of  1905  may  be  cited. 

(1)  By  Mr.  Gordon  Watson,  Lancet,  1905,  i,  1197,  March 
6.  A  boy,  dsi.  9,  was  seized  with  fever  and  headache  attended 
by  shivering.  From  the  sixth  day  of  the  illness  abdominal 
symptoms  supervened.  On  the  seventh  and  eighth  days  he 
had  abdominal  pain,  vomiting,  and  delirium.  On  the  tenth 
day  he  was  admitted  to  the  Metropolitan  Hospital  on  the 
diagnosis  of  general  peritonitis  following  appendicitis.  He 
was  operated  upon  at  once,  and  the  peritoneal  cavity  was 
found  distended  with  thin,  white,  odourless  pus  and  there 
were  Makes  of  fibrin  in  the  intestines,  but  there  Avas  no  gas. 
The  mesenteric  glands  were  enlarged,  but  the  appendix  was 
unaffected.  The  patient  died  seven  hours  after  the  operation. 
At  the  post  mortem  the  intestines  were  found  congested, 
especially  in  the  ileo-cjecal  region ;  in  the  small  intestine  were 
several  early  typhoid  ulcers  and  some  swollen  Peyer's  patches, 
but  no  sign  of  perforation.  The  spleen  was  much  enlarged  and 
both  ivom.  it  and  from  the  heart's  blood  pure  cultivations  of  the 
typhoid  bacillus  were  obtained.  The  enlarged  mesenteric 
glands  showed  no  active  inflammation  nor  tendency  to  break 
down,  and  were  considered  tuberculous. 

(2)  M.  Courtois  Suifit  et  M.  Beaufume,  Bidl.  et  Mem. 
Soc.  Med.  d'hop  de  Paris,  1905,  3  s.  xxii,  238,  March  17. 
A  youth,  fBt.  18,  was  admitted  on  the  eleventh  day  of  his 
illness.  WidaFs  reaction  was  well  marked  and  the  temperature 
about  104^  F.,  at  which  it  remained  in  spite  of  treatment  by 
cold  baths  (61°  F.)  until  the  twenty-first  day.  Suddenly  the 
patient  was  seized  with  acute  pain  in  the  left  iliac  fossa, 
followed  by  collapse,  hiccough,  and  vomiting.  The  face  was 
pinched  but  there  was  no  tympanites,  and  the  liver  dulness 
was  unaltered.  The  abdomen  was  opened  eight  hours  after 
the  conmiencement  of  the  acute  symptoms.  About  H  litre 
of  brownish-yellow  odourless  fluid  containing  whitish  particles 
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of  fibrin  escaped  from  tlie  peritoneal  cavit}'.  The  intestinal 
coils  were  congested  and  adherent,  but  there  was  no  gas 
nor  sign  of  perforation,  and  the  appendix  was  healthy.  The 
mesentery  contained  enlarged  glands,  but  none  of  these  had 
l)roken  down.  The  patient  died  about  seven  hours  after  the 
operation.  At  the  j^ost  viortem  about  half  a  litre  of  yellowish- 
brown  fluid  was  found  in  the  pelvis.  The  ileum  and  the 
ascending  colon  were  congested,  and  the  intestines  were 
covered  with  fibrin  for  two  metres  above  the  ileo-csecal  valve. 
In  the  ileum  were  numerous  typhoid  ulcers  from  which  some 
haemorrhage  had  occurred  into  the  bowel.  But  the  absence 
of  any  sign  of  perforation,  as  also  of  disease  of  the  appendix, 
was  confirmed. 

Two  other  cases  may  be  more  briefly  mentioned. 

(3)  Josias,  Rev.  d'Hyg.  et  cle  Med.  Inf.,  Paris,  1905,  iv,  1 ; 
also  Pediat.  frat.  Lille,  1905,  iii,  61.  In  a  child  an  acute 
Diiset  of  typhoid  fever  simulated  at  first  appendicitis,  then 
general  tuberculosis.  Death  occurred  on  the  tenth  day.  At 
the  'post  mortem  there  was  no  sign  of  appendicitis  nor  of 
meningitis,  but  the  lesions  of  t^-phoid  fever,  with  septic  peri- 
tonitis, Avithout  perforation. 

(4)  Thirion,  /.  de  Sc.  Med.  do  Lille,  1905,  i,  496.  In  the 
course  of  typhoid  fever  suppurative  peritonitis  supervened 
without  perforation  and  death  followed. 

Fortunately,  the  case  to  be  related  which  came  under  my 
observation  I  was  able  to  operate  at  an  early  stage,  so  that  the 
peritonitis  was  checked,  and  the  patient  ultimate]}"  recovered 
after  passing  through  a  severe  course  of  typhoid  fever. 

A  bo}',  £et.  12,  previously  in  very  good  health,  travelled 
from  America  and  immediately  on  arrival  was  seized  Avith 
pain  in  the  abdomen,  followed  by  vomiting  and  disten- 
sion. I  saAV  the  boy  on  the  third  day  in  consultation  Avith 
Dr.  Davidson,  of  Uxbridge.  He  looked  ill,  Avith  a  thickly  furred 
tongue,  a  temperature  which  had  reached  105°  F.  and  Avas  then 
i04"2^  F.,  a  pulse  of  110,  and  tympanites,  Avhich  hadnotbeen 
relieved  by  free  moA'ement  of  the  boAvels.  Pain  Avas  complained 
of  in  the  right  ileo-cfecal  region  Avhere  there  was  an  impaired 
percussion  note  and  a  sense  of  resistance.  No  rash  Avas  present. 
The  only  point  differing  from  an  appendix  case  Avas  that  the 
motions  Avere  pale,  pasty,  and  odourless.  I  operated  at  once 
on  the  diagnosis  of  acute  septic  peritonitis.  The  appen- 
dix Avas  found  bent  at  its  middle  and  its  peritoneal  coat, 
along  Avith  adjacent  surfaces  of  the  ileum  and  ca?cum,  con- 
gested, bnt  not  otherAvise  altered.      "^i'liei-e  Avere  four  mesen- 
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teric  glands  enlarged  to  tlie  size  of  filberts,  which  formed  the 
resistance  felt  beforehand.  The  intestines  were  smeared 
with  greasy  fluid,  without  fibrin  or  adhesions,  and  in  the 
pelvis  was  a  pool  of  reddish  turbid  fluid.  This  Avas  sponged 
away  until  the  peritoneal  cavity  was  quite  dr}',  and  the  fluid 
was  squeezed  out  into  a  dish,  but  I  forgot  to  preserve  it  for 
examination.  A  drainage-tube  was  passed  down  into  the 
pelvis  and  the  rest  of  the  ileo-c?ecal  incision  sewn  up.  After 
the  operation  I  felt  doubtful  whether  the  case  was  one  of 
streptococcal   peritonitis,   so  the  next  day  some  antistrepto- 


coccal  serum  was  administered  without  affecting-  the  patient 
either  way. 

Four  days  after  the  operation  Dr.  Davidson  informed  me 
that  a  positive  Widal's  reaction  had  been  obtained.  From 
the  time  of  the  operation  the  peritoneal  symj^toms  subsided, 
but  the  patient  suffered  severely  from  typhoid  fever  which 
was  complicated  by  delirium  and  violent  screaming  fits,  during 
which  the  patient  was  seen  by  Dr.  Cheadle.  The  temperature 
chart  kept  by  the  nurses  shows  that  the  temperature  continued 
at  about  103°  F.  for  five  weeks  and  Avhen  it  became  normal  the 
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pulse  Avas  still  between  110  and  120.  The  wound  was  some- 
what disturbed  by  the  patient's  restlessness,  but  ultimately 
healed  soundly  without  any  sign  of  hernia.  The  boy  is  now 
in  good  health  again. 

Such  cases  presumably  are  due  to  a  specially  virulent 
infection  Avhich  extends  through  the  intestinal  wall  at  a  period 
preceding  the  time  Avhen  the  tloor  of  the  typhoid  ulcer 
approaches  the  peritoneal  coat.  There  is  an  exudation  of 
brownish  turbid  tiuid,  and  in  the  later  stages  fibrinous  exuda- 
tion, but  the  organisms  present  in  the  exudation  have  not  yet 
been  reported,  (las  is  absent.  The  mesenteric  glands  are 
enlarged  but  not  breaking  down.  The  cases  above  noted 
clearly  differ  from  those  of  perforation,  or  even  of  those  in 
which  the  floor  of  the  ulcers  have  reached  the  peritoneal 
coat.  Also  they  differ  from  those  in  which  the  appendix  is 
diseased  and  perforated,  such  as  are  mentionedbyDr.Rolleston 
in  the  Society's  Transactions,  1898,  vol.  xxxi,  p.  234,  as 
occurring  in  the  course  of  ambulatory  typhoid  fever.  Dr. 
Cushing's  statistics  showed  that  9'G  of  all  perforations  in 
typhoid  fever  occurred  in  the  appendix.  Typhoid  fever  has 
also  determined  the  rupture  of  a  pyosalpinx  or  of  a  gall- 
bladder. 

The  important  point  to  recognise  is  the  existence  of  acute 
septic  peritonitis,  upon  which  it  is  necessary  to  operate  at 
once.  The  diagnosis  of  the  typhoid  fever  may  not  be  possible 
for  days.  The  signs  of  acute  septic  peritonitis  wdth  pain  and 
resistance  in  the  ileo-C£ecal  fossa  naturally  give  rise  to  the 
diagnosis  of  appendicitis.  But  the  cause  of  the  peritonitis  is 
for  the  moment  immaterial. 

A  second  case,  a  boy  a3t.  12,  had  signs  of  acute  septic  peri- 
tonitis with  extreme  tympanites  in  the  third  week  of  an 
obscure  fever.  I  had  operated  on  his  younger  brother  a  year 
before  for  acute  perforative  appendicitis.  The  conditions 
found  at  the  operation  were  practically  identical  with  the 
case  above  described.  Soon  afterwards  the  temperature 
became  normal  and  convalescence  set  in.  The  case  was  sup- 
posed to  be  one  of  masked  typhoid  fever,  but  the  repeated 
examination  of  the  blood,  also  of  the  peritoneal  fluid,  only 
resulted  in  the  finding  of  colon  bacilli  in  the  latter.  Con- 
valescence was  slow ;  the  boy  began  to  walk  about  two 
months  after  the  operation. 
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XII. — A   Case  of  Traumatic  Pancreatic    Pseudo-Cyst. 
By  Thos.  H.  Kellock,  F.R.C.S.     Read  Decemher  8, 

]yo.5. 

JH.,  <^t.  20,  a  groom,  was  admitted  to  the  Middlesex  Hos- 
•      pital  under  the  care  of  Mr.  Henry  Morris  on  January  22, 
1904,  Avith  the  following  history  : 

His  family  history  was  quite  good  and  he  had  never 
suffered  from  any  serious  illness.  On  the  day  of  admission, 
whilst  following  his  occupation,  he  was  kicked  in  the  lower 
part  of  the  front  of  the  chest  by  a  horse  to  wdiich  he  was 
attending.  He  was  not  knocked  down  by  the  blow,  but  felt 
dazed  and  described  his  sensation  as  "  having  all  the  Avind 
knocked  out  of  him." 

On  admission  he  was  described  as  a  healthy-looking  young 
man  in  a  somewhat  collapsed  condition,  complaining  of  a  dull 
pain  about  the  region  of  the  umbilicus.  His  temperature  was 
96'4°  F.,  pulse  60,  intermittent  in  character. 

On  examination  the  mark  left  by  the  horse-shoe  could  be 
plainly  seen  in  the  middle  line  over  the  lower  part  of  the 
thorax  and  upper  part  of  the  abdomen  extending  downwards 
to  within  about  two  inches  of  the  umbilicus;  no  fracture  of 
ribs  or  costal  cartilages  was  found;  the  abdomen  was  not 
distended  and  moved  freely  with  respiration;  nothing  abnor- 
mal was  detected  on  palpation,  which  did  not  seem  to  cause 
much  pain.  A  soft,  systolic  bruit  was  heard  at  the  apex  of 
the  heart. 

The  urine  was  acid,  s.  g.  1030;  it  contained  some  urates 
and  a  faint  trace  of  albumen,  no  blood  or  sugar.  After 
admission  he  vomited  repeatedly.  The  vomit  is  described  as 
bilious,  but  there  was  no  hfematemesis.  In  the  evening  the 
temperature  rose  to  100*4-°  F.,  the  pulse  remaining  irregular. 
He  still  complained  of  pain  about  the  umbilicus. 

On  January  25  the  vomiting  continued,  the  temperature 
was  irregular,  pulse  72.  Some  dulness  was  found  in  the  left 
axilla,  reaching  forwards  to  the  mid-axillary  line  and  back- 
wards in  a  curve  to  the  base.  He  complained  of  pain  in  this 
side  in  addition  to  that  in  the  epigastrium. 

During  the  following  three  tveeks  the  vomiting  ceased,  but 
was  succeeded  for  a  time  by  retching,  the  temperature  was 
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irregular,  often  reaching  aljove  100°  F.  in  the  evening;  the 
pulse  regained  its  reg'ularity,  the  pains  in  the  side  and  abdo- 
men continued,  and  were  made  worse  by  taking*  food ;  on 
one  occasion  he  had  slight  diarrhoea,  but  as  a  rule  the  bowels 
acted  regularly,  and  there  was  nothing  abnormal  noticed  in 
the  stools.     The  dulness  in  the  left  chest  remained  unaltered. 

On  February  18  Dr.  Kingston  Fowler  saw  the  patient  and 
examined  the  chest.  He  thought  there  was  a  small  pleural 
effusion  at  the  left  base,  but  did  not  advise  any  interference. 

On  February  23  dulness  was  noted  in  the  left  hypochon- 
driac region  extending  forwards  to  the  uiiddle  line,  and  slight 
bulging  of  the  lower  ribs  on  the  left  side.  A  small  quantity 
of  albumen  was  present  in  the  urine,  but  no  blood  or  sugar. 
He  complained  of  a  little  difficulty  and  pain  on  micturition, 
which  he  performed  frequently,  passing  small  quantities  at  a 
time;  the  total  quantity  passed  was  about  normal.  The  tem- 
perature was  still  markedly  irregular.  Four  days  later  he 
complained  of  a  great  deal  of  pain  and  tenderness  in  the 
abdomen,  which  was  found  to  be  tense  and  rigid  about  the 
upper  part.  He  had  a  little  cough,  with  some  muco-purulent 
expectoration,  in  which  no  tubercle  bacilli  were  found  on 
examination.  He  was  getting  very  weak  and  losing  flesh 
rapidly. 

On  March  1  the  pain  was  still  great  and  vomiting  recurred. 
The  pulse  rate  had  risen  to  120;  respirations  36,  almost  en- 
tirely thoracic.  An  exploratory  puncture  was  made  in  the 
ninth  left  interspace  in  a  line  with  the  vertebral  border  of 
the  scapula;  Ij  oz.  of  turbid  fluid  "vvas  withdrawn,  which  on 
examination  was  reported  to  be  sterile.  Very  little  relief  of 
the  symptoms  followed. 

On  March  3  Dr.  Kingston  Fowler  again  saw  the  patient 
and  ag'reed  with  Mr.  Morris  that  the  chief  trouble  was  sub- 
diaphragmatic, but  thought  that  it  was  best  to  watch  the  case 
a  little  longer  before  operating. 

Three  days  later  the  patient  was  manifestly  worse,  the  pain 
was  great,  vomiting  troublesome,  and  respiration  laboured. 
The  rigidity  and  fulness  of  the  upper  part  of  the  left  side  of 
the  abdomen  Avere  more  marked,  reaching  from  the  costal 
ma7'gin  to  the  umbilicus,  a  fluid  thrill  being  obtainable  over 
it.  The  heart's  apex  beat  was  displaced  upwards  to  the  third 
interspace. 

The  urine  contained  no  fresh  abnormal  constituents,  but 
had  very  considerably  lessened  in  quantity.  The  patient  had 
become  very  white,  thin,  and  weak. 
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In  Mr.  Morris's  absence  I  was  asked  to  see  the  patient^ 
and  thought  it  advisable  to  operate.  An  aniesthetic  having 
been  given,  a  three-inch  incision  was  made  over  the  ninth  rib 
in  the  anterior  axillary  line,  the  periosteum  reflected,  and 
about  an  inch  and  a  half  of  the  bone  removed.  On  incising 
the  inner  side  of  the  periosteum,  the  diaphragm  was  at  once 
seen  pressed  tightly  against  the  chest  wall.  An  incision  made 
through  this  opened  a  large  cavity,  from  which  clear  tluid 
escaped  at  considerable  pressure.  A  finger  passed  through 
the  opening  was  found  to  be  in  the  lesser  sac  of  the  perito- 
neum ;  the  posterior  wall  of  the  stomach  was  felt  and  a  soft 
movable  mass,  which,  when  drawn  into  the  wound,  proved  to 
be  a  piece  of  omentum,  normal  in  appearance,  except  for  some 
injection  of  its  vessels.  The  linger  could  not  reach  all  the 
limits  of  the  space  containing  the  fluid,  which  was  then 
allowed  to  escape  slowly.  In  all  88  oz.  were  collected.  A 
drainage-tube  was  inserted  and  the  edges  of  the  skin  wound 
closed  round  this  by  one  or  two  horse-hair  sutures.  The 
immediate  relief  to  the  embarrassed  respiration  on  the  escajae 
of  the  Huid  was  very  marked. 

The  fluid  was  straw-coloured  and  odourless.  The  report 
on  its  nature  from  the  Clinical  Laboratory  was  as  follows  : 

"  The  fluid  contains  a  small  quantity  of  fresh  blood,  reac- 
tion alkaline.  It  contains  7  parts  per  1000  of  proteid  material 
precipitated  by  picric  acid.  It  contains  an  active  diastatic 
ferment  and  also  a  peptonising  ferment,  which  acts  in  an 
alkaline  medium.  No  micro-organisms  have  been  found  in  it 
either  by  microscopical  examination  or  by  culture." 

On  the  morning  following  the  operation  the  patient  ex- 
pressed himself  as  very  much  easier,  but  complained  of  ten- 
derness and  shooting  pain  on  the  right  side  of  the  abdomen 
and  of  pain  on  micturition.  The  dressings,  when  removed, 
were  found  very  wet.  The  urine  was  acid,  contained  a  large 
trace  of  albumen,  but  neither  blood,  pus,  nor  sugar,  the 
quantity  still  small  (28  oz.). 

For  the  next  three  days  considerable  difiicultv  was  ex- 
perienced in  keeping  the  cavity  dranied,  as  something  seemed 
to  obstruct  the  inner  end  of  the  tube,  and  even  when  this  was 
taken  out  and  replaced  very  little  fluid  came  away.  The 
general  condition  was  unaltered.  The  pain  in  the  abdomen 
continued  and  necessitated  an  anodyne  at  night.  The  tem- 
perature kept  about  normal,  but  the  pulse  was  rather  fast 
(100-108),  The  bowels  acted  regularly,  the  stools  being 
apparently  normal. 
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On  March  12  the  swelling  in  the  left  hypogastrium  was 
found  to  have  re-formed,  and  respiration  was  again  inter- 
fered with.  An  ana3sthetic  was  given,  the  Avound  explored, 
and  70  oz.  of  fluid  of  the  same  nature  as  before  liberated. 
Another  opening  into  the  cavit}^  was  made  further  back  below 
the  ribs,  and  a  large  drainage-tube  inserted  into  both  open- 
ings. For  a  few  days  these  drains  acted  satisfactorily,  the 
dressings  being  soaked  when  renewed  twice  a  day.  The 
patient  seemed  considerabl}'  better  and  had  less  pain. 

Seven  days  later  the  fluid  had  again  accumidated  in  the 
cavity,  and  on  passing  a  Boudin's  glass  tube  into  it  through 
the  upper  wound  100  oz.  of  fluid  were  drawn  off.  A  glass 
drainage-tube  was  tied  into  the  opening  and  acted  well  for 
two  days,  when  the  discharge  of  fluid  ceased  rather  suddenly 
and  the  patient  seemed  worse  again  and  complained  of  a  good 
deal  of  pain. 

On  March  22  there  was  again  an  accumulation  of  fluid, 
which  was  drawn  off  by  means  of  a  gum  elastic  catheter 
(28  oz.).  The  catheter  was  left  in  position  and  a  rubber  tube 
attached  to  it  leading  into  a  bottle  at  the  side  of  the  bed,  and 
this  for  some  time  acted  well.  The  average  quantity  of  fluid 
which  passed  into  the  bottle  was  just  28  oz.  a  day,  and  whilst 
this  was  passing  the  patient  was  in  comparative  comfort 
and  improved  in  condition.  A  temporary  block  in  the  tube 
on  April  7  brought  about  a  fresh  attack  of  pain  an<l  a  little 
rise  of  temperature,  which  had  been  keeping  practically 
normal.  The  amount  of  fluid  discharged  became  much  less, 
and  on  April  17,  as  there  was  some  difficulty  in  re-inserting 
the  catheter,  it  Avas  left  out.  A  very  little  fluid  came  from 
the  wound  after  this,  but  the  cavit}'  did  not  appear  to  be 
filling,  and  the  patient  seemed  quite  comfortable.  There  was 
great  epigastric  pain  on  x^^pril  22  but  no  obvious  distension  ;  a 
catheter  was  passed  into  the  wound  but  no  fluid  escaped ;  a 
fomentation  applied  to  the  front  of  the  abdomen  relieved  the 
pain.  The  urine  at  this  time  was  normal.  From  this  date 
the  patient  steadily  improved.  There  was  no  further  discharge 
of  fluid  and  the  wound  healed ;  the  abdominal  pain  only 
troubled  him  slightly  and  at  intervals.  He  was  discharged 
to  the  Convalescent  Home  on  May  12. 

Dr.  Kingston  Fowler  kindly  examined  the  cliest  previous 
to  his  discharge.  He  found  feeble  breath  sounds  and  dimin- 
ished vocal  fremitus  over  the  lower  lobe  of  the  left  lung.  He 
considered  the  expansion  of  that  part  of  the  lung  was  pro- 
bably hampered  either  by  the  old  pleurisy  or  by  diminished 
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«iescent  of  the  diaphragm.  The  lieai-t  had  returned  to  its 
normal  position. 

I  saw  the  patient  one  month  after  his  discharge  and  found 
he  had  improved  very  considerably,  and  said  he  had  increased 
28  lb.  in  weight.  The  wounds  were  perfectly  sound,  and  he 
complained  of  no  pain  or  tenderness  in  the  abdomeu,  in  which 
nothing  abnormal  was  to  be  detected  on  examination.  Five 
months  later,  at  my  request,  he  came  to  see  me,  and  said  he 
was  in  excellent  health  and  at  work  as  a  gardener. 

The  condition  in  this  case  seems  to  have  been  that  de- 
scribed as  pancreatic  pseudo-cyst ;  for  the  presence  in  it  of  a 
piece  of  omentum  and  the  dysuria  and  tenderness  over  the 
lower  jDart  of  the  abdomen  would  seem  to  show  there  was  no 
definite  cyst  wall  to  limit  the  distribution  of  the  fluid.  A  fair 
number  of  such  cases  have  been  recorded,  but  few  in  which 
posterior  incision  and  drainage  have  been  employed.  The 
result  in  this  case  Avould  seem  to  indicate  that  this  method  is 
as  good  as  that  generally  advised  through  the  abdominal  wall 
in  front. 

Points  of  interest  in  this  case  are :  The  comparativel}' 
little  irritation  set  up  in  the  peritoneum  by  the  presence  of 
the  fluid  ;  the  large  quantity  of  the  latter  that  escaped  whilst 
the  drainage  Avas  going  on,  although  this  may  have  been 
diluted  by  serous  exudation  from  the  peritoneum ;  and  the 
somewhat  abrupt  way  in  which  the  fistulous  opening  into  the 
substance  of  the  pancreas  or  its  duct  must  have  eventually 
closed. 

A  case  which  in  many  respects  closely  resembled  this  one, 
but  which  terminated  fatally,  was  reported  to  this  Society  by 
Dr.  Sidney  Phillips  in  1901.  His  jiatient  was  a  young  man 
who  had  also  received  his  injuiy  by  the  kick  of  a  horse  in  the 
upper  part  of  the  abdomen,  and  some  months  later  developed 
a  very  large  pancreatic  cyst.  In  that  case,  too,  there  was  at 
the  same  time  some  effusion  of  fluid  in  the  left  pleura.  The 
report  of  the  iwst-riiortem  examination  describes  a  cyst  Avail 
varying  from  one  sixteenth  to  three  eighths  of  an  inch  in 
thickness,  and  coated  inside  Avith  material  resembling  coagu- 
lated lymph,  but  from  the  report  of  the  operation  performed 
it  would  seem  probable  that  the  cyst  AA^all  Avas  of  secondary 
formation,  brought  about  by  the  presence  during  seA^eral 
months  of  a  quantity  of  pancreatic  fluid  free  in  the  peritoneal 

Volume  XXV  of  the  Transactions  of  this  Society  contains 
a  paper  on  the  same  subject  by  Mr.  H,  LittlcAvood,  Avith  the 
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report  of  a  case  under  liis  care,  and  lie  has  collected  there  the 
records  of  five  other  cases  tliat  had  been  treated  by  operation, 
all  successfully  ;  in  his  case  and  in  one  of  those  to  which  he 
refers  (Mr.  Jackson's)  the  injury  had  been  inflicted  by  the 
kick  of  a  horse^  so  that  in  four  out  of  eight  cases  this  form  of 
injury  has  been  the  cause  of  the  affection. 
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XIII. — Transverse  versus  Iliac  Colotomi/,  irith  Xotes  of 
three  Cases.  By  Laweie  McGtavin,  F.R.C.S.Eng. 
Bead  January  12,  1906. 

THE  operations  designed  for  the  relief  of  conditions  giving 
rise  to  chronic  ulceration  and  permanent  obstruction  of 
the  large  bowel,  or  for  the  cure  or  relief  of  intestinal  fistuliB, 
belong  to  that  class  of  surgical  procedure  which,  like  those 
for  oesophageal  cancer,  stenosis  of  the  larynx,  and  extro- 
version of  the  bladder,  leaves  the  surgeon  and  the  patient  no 
better  alternative  than  a  "  Hobson's  choice.'"  Surgery,  which 
in  recent  years  has  advanced  by  leaps  and  bounds,  seems  at 
present  to  be  faced  by  a  blank  wall  of  unsurmountable  pro- 
portions in  the  face  of  these  conditions  ;  and  its  march  has 
been  retarded  by  the  feeling,  so  commonly  expressed,  that 
death  itself  is  an  alternative  preferable  to  the  after-condition 
of  a  patient  who  elects  to  undero-o  the  operation  of  colotoniy. 
Now,  at  first  sight  this  may  appear  to  be  so,  and  for  lack  of 
serious  consideration  of  the  question  many  patients  have  been 
permitted  to  drag  out  a  miserable  existence  unrelieved, 
while  others  have  even  been  alloAved  to  die  racked  with  pain 
and  poisoned  by  their  own  faecal  matter.  The  old  saying  that 
it  is  "better  to  bear  those  ills  we  have  than  to  lly  to  others 
that  we  know  not  of  "  has  perhaps  been  permitted  too  long  to 
influence  us  with  reg'ard  to  an  operation  which  should  rather 
fall  into  the  category  of  merciful  alternatives  than  be  branded, 
as  I  once  heard  it,  and  that  by  one  of  my  professional 
brethren,  as  "  the  gateway  of  a  living  death,  which  makes  a. 
man  a  curse  to  himself  and  a  nuisance  to  his  friends.^^ 

Such  an  idea  must  be  held,  in  the  light  of  modern  surgical 
knowledge,  to  be  misleading  and  based  on  insufficient 
experience  of  the  purposes  of  the  operation  and  of  its  after- 
effects; and  in  this  connection  I  cannot  do  better  than 
direct  attention  to  the  remarks  of  the  late  Mr.  Allingham,  ^ 
who  says  :  "  Such  remarks  are  positively  wicked  and  absurd, 
and  probably  proceed  from  men  who  have  rarely  seen  the 
operation  jDerformed,  and  who  know  nothing  of  the  suffering 
which  it  saves  and  the  relief  which  it  gives.  Views  of  this 
*  Diseases  of  the  Rectum,  chap,  xxv,  j).  357. 
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kind  must  have  been  handed  down  by  tradition  from  pro- 
fessional ancestors  who  were  as  ignorant  as  the  present 
holders  of  such  opinions." 

On  the  other  hand,  there  is  little  doubt  that  in  recent  years 
the  operation  of  colotomy  has  been  resorted  to  with  a  readi- 
ness which  is  much  to  be  regretted.  Even  at  the  present 
time  one  sees  cases  in  which  this  operation  has  been  per- 
formed where  judicious  dieting  and  careful  purgation  would 
have  enabled  these  patients  to  end  their  days  in  comparative 
comfort.     And  here  I  may  state  a  case  in  point. 

A  patient  was  recently  admitted  to  the  Hospital  for  ^\'omen 
under  my  care  ;  she  was  thirty-five  years  of  age,  and  had 
suffered  for  some  years  past  from  a  tubular  stricture  of  the 
rectum,  involving  the  whole  of  the  second  part,  the  result  of  a 
tertiary  lesion.  I  first  saw  her  in  the  out-patient  room,  to  which 
she  Avas  brought  in  a  cab,  extremely  ill,  with  the  foulest  breath, 
a  thickly  furred  tongue,  intensely  anaemic,  and  an  abdomen 
distended  and  tender.  She  had  suffered  from  constipation 
for  two  or  three  j'ears,  and  on  admission  had  passed  no 
motion  for  more  than  a  fortnight.  On  examining  the 
abdomen  the  distended  coils  of  intestine  stood  out  clearly, 
peristalsis  was  active,  and  the  whole  length  of  the  colon  was 
easily  traced,  being  crammed  with  masses  of  solid  matter 
which  could  be  moulded  readily  by  the  fingers  through  the 
abdominal  wall.  A  rectal  examination  revealed  a  stricture 
commencing  at  the  upper  edge  of  the  anal  canal,  which,  pe?" 
vaginam,  could  be  felt  to  involve  the  rectum  as  above  stated. 
The  little  finger  could  be  passed  into  this  tube  as  far  as  the 
last  interphalangeal  joint,  further  attempts  at  introduction 
causing  considerable  pain.  This  case  certainly  seemed  to 
demand  early  colotomy,  but  I  preferred  to  carry  out  first  of 
all  the  treatment  I  have  always  adopted  when  time  and  the 
patient's  condition  have  permitted  it,  and  accordingly  the 
colon  was  flooded  with  copious  enemata,  the  patient  being  in 
the  Trendelenburg  position  and  the  abdomen  being  thoroughly 
massaged  at  the  same  time.  This  resulted  in  the  daily 
passage  of  enormous  quantities  of  very  foul  disintegrated 
ftecal  matter,  and  so  marked  was  the  result  of  the  treatment 
that  in  a  fortnight  her  condition  had  become  almost  normal. 
At  the  time  of  writing,  five  months  since  I  first  saw  her,  she 
has  gained  a  stone  in  weight,  her  colour  is  healthy,  her 
tongue  clean,  and  her  breath  sweet.  She  has  now  returned 
to  active  employment,  and  by  the  help  of  hydragogues,  nux 
vomica,  the  daily  use  of  enemata,  and  the  regulation  of  her 
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diet,  she  leads  a  healthy,  active  life,  and  declares  herself  per- 
fectly comfortable.  The  stricture  is  in  exactly  the  same 
condition  as  when  I  first  saw  her,  and  has  never  been 
dilated. 

The  indications  for  the  performance  of  colotomy,  clearly 
set  forth  in  most  text-books,  may,  I  think,  be  summed  up  in 
very  few  words:  when  no  other  medical  or  surgical  pro- 
cedure is  available  for  the  relief  of  suffering  or  for  the 
saving  of  life,  the  time  has  come,  and  not  till  then,  for  the 
bowel  to  be  opened.  That  is  to  say  that  colotomy  should  be 
an  operation,  not  of  election,  but  of  compulsion ;  at  the  same 
time,  it  should  be  done,  like  gastrostomy  and  gastro-jeju- 
nostomy,  before  the  patient  has  become  worn  out  by  chronic 
pain,  sleepless  nights,  and  toxaemia ;  for  the  tardy  perform- 
ance of  such  operations  is  like  snatching  the  bread  from  the 
lips  of  a  starving  man.  But  the  question  as  to  whether  the 
time  has  actually  come  is  one  which  has  perhaps  been  too 
lightly  considered ;  the  disinclination  to  waste  time  in  lavage, 
massage,  dilatation,  and  other  non-operative  measures,  in 
what  often  seems  a  hopeless  case,  is  apt  to  lead  to  the 
performance  of  colotomy  when  such  is  not  absolutely 
necessary,  and  this  is  more  likely  to  happen  Avhen  the 
constant  increase  in  the  number  of  those  who  are  genuinely 
in  need  of  and  patiently  awaiting  operative  treatment  is  so 
often  a  compelling  factor  in  hospital  practice.  On  the 
principle  that  "  if  a  thing  is  worth  doing,  it  is  worth  doing 
well,"  it  should  be  the  duty  of  every  surgeon  in  charge  of 
cases  such  as  these  to  satisfy  himself  by  every  means  in  his 
power  that  the  time  has  actually  come  when  colotomy  of 
some  form  is  the  only  card  left  to  play.  Having  done  so,  a 
question  of  importance  remains  to  be  discussed,  viz.  Which  of 
these  forms,  presuming  that  there  is  any  room  for  choice,  is 
the  most  likely  to  offer  the  patient  the  least  discomfort,  the 
greatest  command  over  the  new  anus,  and  the  least  un- 
pleasantness to  himself  and  his  friends  ?  The  operation  by 
the  lumbar  route,  although  it  has  even  now  its  advocates, 
has  not  displaced  the  older  one  by  the  iliac.  That  this  is  so 
is  not  to  be  wondered  at  when  the  inconvenience  of  the 
wound  from  the  patient's,  and  the  greater  difficulty  of  the 
operation  from  the  surgeon's  point  of  vieAv,  is  considered. 
The  difficulty  of  obtaining  a  useful  spur,  with  which  to  guard 
the  distal  stoma  of  the  bowel,  is  probably  one  of  its  greatest 
disadvantao-es ;  and  that  of  findino-  the  bowel  in  the  case  of 
obese  subjects ;  the  danger,  usually  slight,  but  in  certain  cases 
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very  real,  of  causing  damage  to  other  structures ;  and  the 
much  more  extensive  nature  o£  the  wound,  are  points  which 
combine  to  phice  lumbar  colotomy  in  a  sphere  of  usefulness 
inferior  to  that  of  the  iliac  operation.  In  only  one  point  can 
it  be  said  to  have  a  distinct  advantage  over  the  latter,  viz.  in 
the  almost  complete  immunity  to  prolapse  of  the  bowel. 
This,  however,  seems  to  me  to  be  almost  a  disadvantage  at 
times,  since  only  by  a  moderate  degree  of  prolapse  can  a 
deficiency  in  the  spur  be  compensated  for  in  this  operation. 

That  iliac  or  so-called  inguinal  colotomy  should  have 
replaced  the  methods  of  Callisen  and  Amussat  is  but  natural 
in  view  of  these  objections,  but  here  too  disadvantages  are 
none  the  less  obvious.  Thus  the  tendency  to  prolapse  is 
very  marked ;  indeed,  in  some  patients  it  seems  almost 
impossible  to  prevent,  even  by  the  repeated  removal  of  the 
prolapsed  bowel;  the  close  proximity  to  the  rectum,  when 
this  organ  is  extensively  diseased,  may  at  times  render  the 
meso-sigmoid  so  short  that  the  bowel  can  only  be  brought 
into  the  wound  by  the  exercise  of  considerable  tension,  with 
the  result  that  the  iliac  region  is  depressed  and  a  good  spur 
is  not  formed.  The  yielding  nature  of  the  abdomen  in  this 
situation  destroys  the  efficiency  of  a  belt  of  any  kind,  thus 
rendering  the  condition  of  the  patient,  especialh"  in  the  event 
of  laxity  of  the  bowels,  one  of  great  unpleasantness  and 
discomfort;  and  in  very  thin  patients  in  whom  the  iliac  spine 
is  prominent  this  may  lead  to  the  formation  of  a  sore  which 
will  vie  with  a  bedsore  in  its  intractability  to  ti'eatment. 
Should  it  be  considered  advisable  to  close  the  distal  and 
bring  out  onh^  the  proximal  end  of  the  bowel,  some  difficulty 
is  often  experienced  in  determining  the  identity  of  the  same ; 
and  in  support  of  this  I  may  mention  that  on  one  occasion  I 
witnessed  the  occurrence  of  an  accident,  in  which  a  leader  of 
our  profession  in  operative  surgery  had  the  misfortune  to 
close  the  proximal  end  of  the  bowel  by  mistake,  with 
disastrous  results.  Again,  in  this  operation,  as  in  the  lumbar 
method,  the  material  at  our  disposal  is  little  adapted  to  the 
formation  of  any  kind  of  sphincter,  and  lastly,  but  by  no 
means  of  least  moment,  the  position  of  the  wound  renders  it 
very  difficult  to  accommodate  any  kind  of  receptacle  to  the 
part  when  the  patient  desires  to  empty  the  bowel. 

The  contention  that  colotomy  in  this  region  gives  greater 
solidity  to  the  faeces  may  be  to  some  extent  true  ;  but  it  is  not 
always  so,  nor  is  this  matter  one  of  such  great  importance  as 
has  been  stated,  the  regulation  of  the  diet  having  so  large  an 
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influence  on  the  consistence  of  tlie  motions.  Thus  it  will  be 
seen  that  colotomy,  whether  it  be  performed  by  the  lumbar 
or  by  the  iliac  route,  leaves  much  to  be  desired  in  several 
directions.  AVhy  is  it,  then,  if  these  points  are  true,  as  I 
believe  them  to  be,  that  the  third  form  of  the  operation,  that 
dealing  with  the  transverse  colon,  has  been  comparatively 
neglected? 

Firstly,  the  idea,  old  as  it  is,  that  there  is  some  danger, 
in  short-circuiting  the  large  bowel  so  high  up,  of  producing 
malnutrition  is  still  credited  in  some  quarters ;  secondly,  an 
impression  also  prevails  that  the  fa?ces  in  this  portion  of  the 
bowel  must  necessarily  remain  fluid,  and  therefore  are  difficult 
ro  control ;  thirdly,  there  is  a  belief  that  prolapse  is  more 
likely  to  occur  here ;  and,  fourthly,  the  objection  has  been 
put  forward  that  the  position  of  the  new  anus  in  the  sub- 
costal space  is  an  unpleasant  one  for  the  patient. 

Now,  all  these  objections  may  be  frankly  denied,  and  were 
the  operation  of  transverse  colotom}'-  to  be  accorded  a  more 
extended  trial,  I  believe  it  would  be  found  to  compare  most 
favourably  with  the  present  iliac  operation.  That  no  such 
trial  has  been  given  it  is  clear  from  the  almost  complete 
absence  of  the  subject  from  the  best  known  text-books.  Of 
the  two  greatest  British  authorities  on  operative  surgery,  one 
only  makes  mention  of  the  operation,  saying  that  "  this  is 
the  most  rarely  performed  of  all  the  colotomies." 

"With  regard  to  three  of  the  so-called  objections  I  have 
mentioned,  viz.  those  referring  to  malnutrition,  prolapse,  and 
fluidity,  I  may  be  pardoned  for  quoting  three  references  to 
well-known  authorities.  Discussing  the  question  of  possible 
malnutrition  after  c£ecostomy  Messrs.  Goodsall  and  Miles  * 
say  :  "  This  contention  has  not  been  confirmed  in  our  experi- 
ence. There  is  at  the  present  time  a  patient  (a  male)  nnder 
our  care,  npon  whom  the  operation  was  performed  nine  years 
aofo.     During;  this  long-  interval  there  has  been  a  most  marked 

COO 

increase  in  weight  (twenty-five  pounds)  and  moreover  the 
patient  has  been  enabled  to  lead  a  far  more  active  life  than 
he  was  capable  of  doing  before  the  operation  of  c^costomy 
was  performed.  In  another  case,  a  female,  also  under 
observation,  the  operation  was  performed  six  years  ago,  since 
which  date  there  has  been  marked  improvement  in  her 
general  health,  and  her  Aveight  has  increased  by  ten  pounds."^ 
If  such  results  ai-e  to  be  obtained  in  the  case  of  ctecostomy, 
there  need  be  little  fear  of  malnutrition  when  the  stoma  is  made 
*  Diseases  of  the  Anus  and  Reciiim,'PaYt  II,  p.  206. 
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at  a  level  so  much  lower  in  tlie  colon,  as  is  the  case  in  trans- 
verse colotoniy.  That  this  is  so  is  shown  by  my  own  cases 
as  reported  below,  the  second  of  which  is  especially  of  interest 
in  this,  that  although  the  patient  was  suffering  from  chronic 
dysenteric  ulceration  of  the  rectum  and  sigmoid,  he  yet 
increased  markedly  in  weight  from  the  time  the  colotomy  was 
performed.  And  it  is  hardly  reasonable  to  suppose  that  the 
loss  of  two  feet  and  a  half,  or  indeed  rather  less,  of  the  hdye 
bowel,  of  which  the  duties  are  chiefly  those  of  lubrication  and 
excretion  and  only  secondarily  of  absorption,  should  vitally 
aifect  the  nutrition  of  the  body,  when  we  know  by  experience 
that  much  larger  sections  of  the  small  infestine  have  been 
removed  without  the  occurrence  of  any  very  grave  symptoms 
in  this  respect. 

Writing  on  the  subject  of  transverse  colotomy,  Mr. 
Allingham^  said:  "  Prolapse  might  happen,  but  I  have  not  yet 
seen  it,  and  it  would  scarcely  be  so  likely  to  occur  as  in  other 
places,  for.  the  transverse  colon  is  in  a  way  fixed  at  its  hepatic 
and  splenic  flexures,  and  would  thus  tend  greatly  to  prevent 
any  prolapse  of  the  gut  through  the  transverse  opening." 
The  three  chief  causes  of  prolapse  are,  the  influence  of  gravity, 
the  absence  of  a  good  sphincter,  and  the  presence  of  constipa- 
tion. Now,  in  transverse  colotomy  gravity  has  no  influence, 
and  a  sphincter  is  more  easily  made,  and  constipation  is  more 
easih'  avoided  than  in  iliac  colotomy. 

On  the  subject  of  fluidity  of  the  fa?ces  in  ca?costomy,  the 
first  mentioned  writers  t  say  :  "  This,  we  do  not  deny,  occurs 
during  the  first  four  or  five  weeks  after  the  anus  has  been 
established,  but  our  experience  of  twenty-seven  cases  of  the 
operation  has  shown  that  after  that  period,  in  the  majority 
of  those  cases,  the  fteces  become  firm  and  are  voided  in  the 
semi-solid  or  even  solid  consistence.  AVe  have  observed,  too, 
that  diet  has  much  to  do  with  the  frequency  of  the  actions 
of  the  bowels."  My  own  experience,  slight,  it  is  true, 
in  comparison  with  the  above,  certainly  leads  me  to  the 
same  conclusion.  The  last  of  the  objections,  that  referring 
to  the  unpleasantness  of  the  position  of  the  new  anus  in 
transverse  colotomy,  seems  to  me  to  bear  criticism  no  better 
than  the  others.  The  difference  in  position  by  measurement 
from  the  iliac  site  to  that  proposed  is  on  the  average  four 
inches  higher  on  the  abdomen,  and  three  inches  nearer  the 
median  line ;    this  is  very  little,  and  it  must  be  remembered 

*  Op.  sup.  cit.,  chap,  xxx,  p.  432. 
t  Op.  sup.  cit..  Part  II,  p.  205. 
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that  the  contents  of  the  transverse  colon  are  hardly  so 
offensive  as  those  of  the  sigmoid,  Avhere  bacterial  action 
has  produced  more  profound  changes.  The  subcostal  space, 
even  in  the  stoutest  patients,  rendered  firm  as  it  is  by  the 
proximity  of  the  costal  cai'tilages  on  either  side,  by  the 
support  afforded  by  the  liver,  and  by  the  existence  of  the  thick 
rectus  muscle,  here  reinforced  by  the  lineii^  transversa?,  has  a 
decided  advantage  over  the  iliac  region  ;  because,  firstly,  the 
resistance  provided  in  this  way  permits  of  the  much  more 
accurate  and  comfortable  fitting  of  a  belt  and  plug  ;  secondly, 
if  the  wound  be  made,  as  it  should  be,  through  the  rectus 
muscle  instead  of  through  the  linea  alba,  a  fairly  efficient 
sphincter  is  obtainable ;  thirdly,  a  very  important  matter,  the 
force  of  gravity  being  here  almost  inactive,  prolapse,  as 
already  mentioned,  is  little  likely  to  occur;  and  lastly,  the 
patient  by  simply  bending  slightly  is  able  to  evacuate  the 
bowel  into  a  receptacle  with  much  greater  ease  and  cleanli- 
ness than  in  the  case  of  the  iliac  operation.  As  regards 
mortality,  there  is  practicall}'  no  difference  in  the  two 
methods  ;  in  ease  of  performance  the  transverse  method  has 
the  advantage  that  the  bowel  can  always  be  brought  well  out 
of  the  wound,  a  matter  which  is  not  always  easy  in  stout 
patients  with  a  short  meso-sigmoid. 

There  remains  another  point  in  which  transverse  has  a  dis- 
tinct advantage  over  iliac  colotomy.  Should  it  at  any  subse- 
quent time  become  possible  to  reconstitute  the  large  bowel, 
as,  for  instance,  after  the  successful  closure  or  spontaneous 
healing  of  a  recto-vaginal,  recto-vesical,  or  other  fistula,  such 
an  operation  is  of  comparative  simplicity  in  the  transverse 
colon,  where  the  binding  down,  such  as  occurs  at  times  in 
the  iliac  fossa  as  the  result  of  colotomy  here,  and  the  presence 
of  thebony  prominence  of  theiliac  spine,  and  of  the  iliac  vessels, 
has  not  to  be  reckoned  with. 

Although  I  have  seen  patients  in  the  past  four  years 
who  might  have  been  considered  by  many  surgeons  to  be 
suitable  subjects  for  colotomy,  T  have  only  been  obliged  to 
operate  upon  seven.  Four  of  these  w^ere  done  by  the  iliac 
route  and  three  were  transverse  colotomies.  Of  the  former 
little  need  be  said ;  they  were  all  done  for  inoperable 
carcinoma  of  the  rectum,  two  being  for  the  relief  of 
pain,  and  two  for  threatening  obstruction.  The  first  lived 
six  months  after  operation  ;  the  second  died  shortly  after 
operation  as  the  result  of  complete  absence  of  plastic  adhesions, 
permitting  of  the  invasion  of  the  peritoneum  by  f fecal  matter 
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on  the  bowel  being  opened  on  the  fifth  clay  ;  this  I  attribute 
to  the  presence  of  extensive  cancerous  deposits  on  the  pei*i- 
toneum,  with  resulting  ascites,  a  condition  I  have  more  than 
once  observed  to  be  adverse  to  the  formation  of  good  adhesions. 
The  third  case  lived  nearh'  a  year  and  the  fourth  nine 
months  from  the  date  of  operation.  All  of  these  patients  who 
survived  expressed  themselves  as  being  greatly  relieved,  and 
were  able  to  get  about  well  after  their  operations,  but  all  con- 
fessed to  some  difficulty  in  controlling  their  motions  in  spite 
of  the  belt  and  plug,  and  all  of  them  exhibited  a  considerable 
degree  of  prolapse. 

But  it  is  to  the  three  cases  of  transverse  colotomy  that  I 
wish  to  draw  attention  :  they  are  as  follows : 

Case  1. — E.  P.,  a  girl  «t.  18,  was  transferred  to  my 
care  in  the  Hospital  for  "Women  in  July,  1901.  Eighteen 
months  previously  she  had  undergone  an  operation  for  the 
removal  of  both  uterine  appendages  for  tuberculous  salpin- 
gitis. Faecal  matter  had  appeared  on  the  dressings  on  the 
eighth  day,  and  from  that  time  all  her  motions  had  been 
passed  by  the  Avound.  I  opened  the  abdomen,  hoping  to  be 
able  to  short-circuit  the  bowel  and  so  exclude  the  fistula,  but 
finding  the  pelvis  occupied  by  an  indistinguishable  mass  of 
matted  intestine,  the  sigmoid  being  completely  buried,  I 
brought  the  transverse  colon  out  in  the  subcostal  space  by 
Maycll's  method,  washed  out  the  abdomen,  the  walls  of  which, 
with  the  intestines,  I  found  studded  extensively  with  tubercles, 
and  closed  the  wound,  hoping  to  be  able  at  some  later  date, 
should  the  fistula  close,  to  remake  the  bowel.  The  colotomy, 
which  was  completed  on  the  fifth  day,  answered  admirably; 
the  motions  soon  became  of  the  consistence  usual  in  the  sig- 
moid, no  prolapse  took  place,  and  the  patient  began  rapidly 
to  put  on  flesh,  the  fistula  being  soon  reduced  to  a  mere  sinus. 
About  three  months  later,  the  patient  being  then  up  and  con- 
valescent, acute  intestinal  obstruction  unfortunately  occurred 
as  the  result  of  an  adhesion  band  consequent  on  her  chronic 
peritonitis,  and,  her  parents  refusing  any  further  operation, 
she  died. 

At  the  autopsy  the  tubercles  had  entirely  disappeared 
with  the  exception  of  one  or  two  on  the  parietal  peritoneum. 
The  colotomy  wound  was  sound,  the  adhesions  showing  no 
signs  of  stretching.  Tavo  fistulas  Avere  present,  one  recto- 
sigmoid, and  one  (unsuspected)  recto-ctecal.  The  band 
which    caused    her  death    Avas    quite    unconnected    Avith  the 
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colotomy,  and  stretched  from  the  anterior  abdominal  wall  to 
the  psoas  muscle,  encircling-  the  middle  portion  of  the 
jejunum. 

Case  2. — F.  D.,  ast.  25,  a  seaman,  was  transferred  to  mj 
care  in  the  Seamen^s  Hospital,  RoA'al  Albert  Dock,  in 
November,  1902,  for  chronic  dysenteric  ulceration  of  the 
rectum,  of  two  years'  histor\\  All  medical  means  having 
failed  to  effect  a  cure,  I  proposed  transverse  colotomy,  with 
the  object  of  affording*  rest  to  the  descending  colon  and 
rectum.  The  area  involved  was  very  extensive,  reaching  up 
into  the  sigmoid  and  giving  the  mucous  surface  of  the  bowel 
the  appearance  of  raw  beef  covered  with  ragged  ulcers  of  the 
size  of  a  threepenny-piece.  The  man  was  intensely  anemic, 
and  suffering  agony  on  the  passage  of  motions  over  this 
surface  and  on  the  administration  of  injections.  Transverse 
colotomy  was  performed  by  the  same  method  as  in  the  first 
case ;  the  result  Avas  very  satisfactory  ;  he  gained  a  stone  in 
weight,  controlled  his  motions  with  ease  at  the  end  of  six 
weeks,  experienced  no  unpleasantness  fi-om  the  position  of 
the  new  anus,  and  although  there  Avas  at  one  time  the  slightest 
suspicion  of  prolapse,  it  was  temporary,  caused  him  no 
trouble,  and  eventually  disappeared.  Six  months  later  I  saw 
this  patient  again ;  he  had  developed  phthisis  with  slig-ht 
hagmoptysis,  but  his  weight  was  maintained  and  he  expressed 
himself  as  being  comfortable  and  as  having  no  trouble  Avith 
the  colotomy  Avound.  The  rectal  condition  was  better,  but 
by  no  means  cured,  but  the  pain  for  which  the  operation  had 
been  done  had  left  him. 

Case  3. — The  last  case  is  that  of  a  Avoman,  tet.  45,  avIio  Avas 
transferred  to  my  care  in  the  Hospital  for  Women  in  Septem- 
ber, 1904,  suffering  from  a  faecal  fistula  of  a  year's  standing, 
folloAving  the  remoA'al  of  a  \'ery  adherent  OA'arian  tumour. 
About  three  months  after  this  operation  slie  deA'eloped  a  red, 
hot,  tender  SAvelling  in  the  abdomen,  pointing  midAvay 
between  the  umbilicus  and  the  left  iliac  spine.  This  had 
apparently  been  opened  under  the  impression  that  it  was  a 
pelvic  abscess,  when  gas  and  fa?cal  matter  escaped.  Since 
that  time  a  large  ftecal  fistula  had  existed,  although  fa?ces 
were  also  passed  pe?-  rechim.  The  abdomen  was  opened,  and 
a  condition  almost  identical  with  that  described  in  the  first  case 
(with  the  exception  of  the  tuberculous  lesions)  was  found,  the 
sigmoid  being  buried.     The  transA-erse  colon  Avas  accordiuo-ly 
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brouo-ht  out.  This  patient  lias  since  that  time  been  gradually 
ini]n'oving.  Her  condition  is  one  of  comfort ;  she  controls  her 
motions  and  voids  them  with  ease,  has  no  signs  of  prolapse, 
and  the  fistula  is  now  represented  by  a  ver}^  fine  sinus  through 
which  nothing  passes.  As  motion  was  passing  in  fair 
quantity  'per  rectum  prior  to  the  performance  of  colotomy, 
I  aui  in  hopes  that  it  may  yet  be  possible  to  re-establish  the 
continuity  of  the  bowel  at  no  very  distant  date.  She  tells  me 
she  suffers  no  inconvenience  whatever  from  the  presence  of 
the  anus  in  the  subcostal  space. 

These  cases  are,  I  think,  a  satisfactory  answer  to  the 
objections  referred  to  nt  the  commencement  of  this  paper,  as 
being  made  by  those  who  entertain  nothing  but  disgust  for 
the  operation  of  colotomy ;  and,  indeed,  so  struck  have  I  been 
with  the  results  obtained,  especially  in  cases  of  the  prognosis 
of  Avhich  I  was  myself  extremely  sceptical,  that  I  am  com- 
pelled to  think  that  the  operation  of  transverse  colotomy  as  a 
routine  jDractice  promises  more  to  surgeons  and  patients 
than  the  present  operation  by  the  iliac  route  has  as  yet  been 
able  to  perform.  That  the  former  operation  may  still  be 
improved  upon  is,  I  think,  possible,  and  the  idea  had 
occurred  to  me  to  endeavour  to  form  a  permanent  sphincter 
to  the  stoma  by  dividing  the  bowel,  closing  the  distal  end, 
and  drawing  the  proximal  through  a  broad  band  of  fibres 
taken  from  the  rectus  muscle  in  a  plane  parallel  to  the  surface 
of  the  abdomen,  and  suturing  it  there,  but  as  yet  I  have  not 
had  an  opportunity  of  putting  this  idea  into  practice. 
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XIV. — Further  Cases  of  Torsion  of  the  Omentum.  By 
H.  IimxG  Pinches,  M.A.,  M.B.,  B.C.  (Cantab.), 
and  Edeed  M.  Coi^ner,  M.B.,  F.R.C.S.,  etc.  Read 
January  12,  1905. 

IN  this  coininunication  two  new  cases  are  bi'ouglit  befoi-e 
the  Society ;  in  one  torsion  of  the  omentum  was  seen  ;  in 
the  other  there  was  every  indication  of  its  presence,  though, 
owing  to  the  difficulties  at  the  operation,  its  actual  occurrence 
was  not  seen.  We  have  briefly  reproduced  two  other  cases 
which  have  been  published  since  we  communicated  our  paper 
to  the  Royal  Medical  and  Chirurgical  Society  early  in  1905. 

The  first  example  of  torsion  of  the  omentum  was  described 
by  Oberst  in  the  year  1882,  since  when  only  55  other  cases 
have  been  recorded."^  Clinically,  torsion  of  the  omentum  can 
be  divided  into  three  main  classes  : 

(1)  Abdominal. — In  this  type  there  is  no  hernia  present, 
the  torsion  being  intra-abdominal. 

(2)  Hernial. — The  torsion  occurs  solely  within  the  hernial 
sac. 

(3)  Hernial  and  ahdominal. — The  torsion  is  not  limited  to 
the  hernial  sac,  but  extends  into  the  abdomeii.  This  last 
variety  is  by  far  the  most  common. 

The  diagnoses  usually  arrived  at  are :  in  the  first  or  abdo- 
minal class,  appendicitis;  in  the  second  or  hernial  class, 
strangulated  inguinal  hernia;  in  the  third  class,  most  fre- 
quently strangulated  inguinal  hernia,  and  next  appendicitis. 

Clinical  etiologij.'f — Torsion  of  the  omentum  occurs  about 
twice  as  frequently  in  males  as  in  females,  taking  place  about 
middle  life.  With  the  exception  of  the  purely  abdominal 
cases,  a  hernia  is  ahvays  present.  In  70"2  -per  cent,  the 
hernia  has  been  a  right  inguinal  one.  In  no  instance  has 
torsion  occurred  in  connection  with  a  femoral  hernia,  and  only 
once  in  an  umbilical.  The  hernia  is  usually  of  long  standing, 
67  per  cent,  having  been  present  from  ten  to  thirty  years. 

In  only  a  very  few  instances  is  there  any  statement  made 
concerning  a  previous  illness  Avhicli  is  at  all  referable  to  the 
omental  torsion  ;  although  the  twisting  is  a  slow  process.     The 

*  St.  Thomas's  Hospital  Reports,  1904,  pp.  435-475. 

t  Amer.  Journ.  of  the  Med.  Sciences,  1905,  vol.  cxxx,  i^p.  314-329. 
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elinical  onset  is  as  a  rule  sudden.  Pain  is  the  most  constant 
of  all  the  symptoms^  usually  being  said  to  be  most  intense  over 
the  situation  of  the  hernia  (when  it  is  present)  and  over  the 
lower  abdomen.  Vomiting  is  not  at  all  a  constant  symptom. 
The  bowels  are  usually  open  ;  in  a  few  instances  absolute  in- 
action was  present.  The  temperature  and  pulse-rate  are 
frequently  slightly  raised. 

Clinical  signs. — In  practically  all  instances  a  tumour  can 


^  ?«^ 


Fig.  8.  — Portion  of  omentum  removed.      1,  2,  and  3  mark  the  three 
sites  of  torsion  ;  4,  cnt  end  of  omentum. 


be  felt.  In  the  abdominal  class  the  tumour  is  situated  in  the 
abdomen ;  in  the  hernial  class,  in  the  inguinal  region  ;  in  the 
hernial  and  abdominal  class  the  situation  varies,  the  tumour 
being  felt  most  frequently  both  in  the  inguinal  region  and  in 
the  abdomen,  the  two  parts  being  continuous  with  each  other; 
sometimes  the  tumour  is  felt  only  in  one  of  these  situations. 

The  following  is  a  brief  summary  of  the  conditions  which 
should  lead  to  a  suspicion  of  the  existence  of  torsion  of  the 
omentum.     The  subject  is   usually  a  man  of  middle  age  with 
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an  inguinal  liernia  of  some  years'  standing  which  has  recently 
become  troublesome  and  has  now  given  rise  to  certain 
symptoms  which  can  be  summed  up  as  those  of  subacute 
intestinal  obstruction.  Vomiting  may  be  absent  and  both 
fasces  and  flatus  may  be  passed.  On  examination^  the  liernia 
will  most  probably  appear  to  be  painful  and  irreducible, 
incarcerated  or  strangulated.  Usually,  a  tumour  can  be  felt 
both  in  the  scrotum  and  in  the  abdomen ;  they  may  be 
continuous. 

Case  1. — For  permission  to  publish  the  following  case  we 
are  indebted  to  Mr.  L.  A.  Dunn,  who  operated  upon  the 
patient  in  St.  Thomas's  Home. 

H.  M.,  male,  ast.  48.  A  right  inguinal  hernia  had  been 
present  for  thirty-seven  years  ;  he  had  worn  a  truss  for  thirty- 
three  years.  The  tumour  was  about  the  i<ize  of  a  fives  ball, 
in  the  right  side  of  the  scrotum ;  it  was  easily  reduced  and 
gave  rise  to  no  pain.  Whenever  the  truss  was  removed  the 
hernia  came  down,  reaching  the  upper  part  of  the  scrotum. 
As  a  rule  the  hernia  was  down  every  morning  when  the 
patient  got  up  ;  he  reduced  it  and  then  put  on  the  truss.  It 
never  caused  any  pain. 

On  September  11,  1905,  the  patient  felt  slight  pain  in 
the  inguinal  region  he  took  the  truss  off  and  lay  down ;  the 
hernia  was  down  and  he  was  unable  to  replace  it.  When  the 
truss  was  put  on  the  pain  increased.  The  patient  went  to 
bed  and  applied  ice,  but  the  tumour  increased  in  size  and 
the  pain  became  more  severe.  A  doctor  who  saw  him  was 
unable  to  reduce  the  hernia.  No  vomiting,  bowels  open 
two  days  after  onset.  On  the  third  day  the  temperature  was 
99°  F.,  pulse  102,  respiration  20.  On  examination  there  was  a 
tumour  about  the  size  of  a  hen's  eg^  in  the  inguinal  canal; 
it  was  extremely  tender,  soft  and  doughy  to  the  touch.  It 
was  irreducible  and  conveyed  no  appreciable  impulse  on 
coughing.  When  standing  up  the  tumour  entered  the 
scrotum.  The  lower  part  of  the  abdomen  and  the  inguinal 
region  were  extremely  tender,  and  the  skin  was  reddened 
over  this  area.  Over  the  tumour  the  tissues  felt  thickened, 
as  if  there  was*  some  inflammatory  lesion  present.  Diagnosis  : 
Torsion  of  the  omentum.  Operation  :  An  incision  was  made 
over  and  in  the  direction  of  the  inguinal  canal.  It  was  noted 
that  the  tissues  were  in  a  subacute  inflammatory  condition ; 
the  hernial  sac  was  thickened  and  contained  a  small  quantity 
of  odourless  fluid ;  in  the  sac  was  a  small  mass    of    friable 
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omentum,  having  a  dark  and  congested  appearance  resembling 
that  seen  in  a  strangulated  epiplocele ;  the  omentum  was  not 
nipped  at  the  internal  ring  and  could  easily  be  pulled  down. 
The  stalk  Avas  ligatured  at  a  healthy  part  and  the  tumoui* 
removed.  On  examining  the  portion  removed,  it  was  seen 
that  the  omentum  had  been  twisted  upon  itself,  three  half-turns 
being  present.  The  highest  twist  was  situated  within  the 
inguinal  canal,  just  below  the  internal  ring.  It  was  this 
twisting  which  had  given  rise  to  the  inflammator}^  appearance 
of  the  omentum. 

This  is  a  typical  example  of  what  is  the  most  frequent 
class  of  torsion  of  the  omentum. 

Case  2. — Operated  on  in  St.  Thomas's  Hospital,  Septem- 
ber, 1905. 

Male,  Eet.  45,  a  left  inguinal  hernia  was  present,  which 
liad  only  been  noticed  a  few  days.  A  small,  tender,  hard, 
rounded  lump  of  omentum  was  felt  outside  the  external 
abdominal  ring-.  Although  it  had  onlv  been  tender  a  few 
days,  it  had  undoubtedly  been  present  far  longer,  but  owing 
to  the  patient's  stoutness,  was  not  noticed.  The  hernia  was 
irreducible.  There  had  been  no  injury  to  the  inguinal  region. 
Diagnosis :  Left  direct  inguinal  epiplocele.  Operation :  A 
direct  hernia  was  found,  Avhich,  owing  to  the  large  quantity 
of  subperitoneal  fat,  Avas  not  easily  defined.  The  sac  was 
difficult  to  identify,  not  only  from  this  cause,  but  also  be- 
cause the  omentum  was  adherent  within.  The  omentum  was 
about  the  size  of  a  walnut,  and  had  a  stalk.  It  contained 
a  lipemorrhagic  cyst.  It  was  irreducible,  but  not  strangu- 
lated; there  had  never  been  any  injury,  and  though  a  twist 
of  the  pedicle  may  have  been  overlooked  in  the  profusion  of 
fat  and  adhesions,  there  was  every  physical  and  sj-mptomatic 
reason  for  its  presence.  It  would  explain  the  htemorrhagic 
cyst,  the  inflammation  or  epiploitis,  the  adhesions  to  the  sac, 
the  pain,  etc.,  of  which  the  patient  complained. 

The  hernia  must  have  been  present  a  great  deal  longer 
than  the  patient  knew  in  order  for  the  omental  "ball  ""^  and 
the  stalk  to  be  formed.  This  is  the  only  possible  example  of 
torsion  of  the  omentum  in  a  direct  inguinal  hernia. 

As  two  cases  have  been  recorded  since  we  published  our 
long  papers  on  this  subject,  we  briefly  reproduce  them. 

*  "Torsion  of  the  Omentum,"  Med.-Chir.  Tra7is.,  1905. 
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Cask  1. — Reported  by  Dr.  Cullen  at  a  meeting  of  the 
Johns  Hopkins  Hospital  Medical  Society,  April,  1905.* 

Male,  aet.  47.  Onset  of  illness  with  discomfort  in  region 
of  stomach ;  on  the  following  day  pain  over  the  appendix. 
When  seen  abont  three  days  later  all  abdominal  rigidity  had 
disappeared;  there  was,  howevei',  a  temperature  of  101  "5° 
and  a  pulse  of  100.  Diagnosis  :  Appendicitis.  Opei-ation  : 
The  appendix,  which  was  slightly  thickened  and  adherent^ 
was  removed.  On  the  right  side  a  large  area  of  induration 
was  found,  extending  half  way  between  the  anterior  superior 
spine  and  the  ribs.  This  indurated  mass  was  entirely  sepa- 
rated from  the  omentum  and  was  attached  near  the  junction 
of  the  ascending  and  transverse  colon ;  it  had  a  pedicle  1  cm. 
in  breadth  which  contained  two  small  blood-vessels.  The 
mass  was  twisted  upon  itself  several  times,  and  was  becoming 
gangrenous.  After  removal  the  mass  was  found  to  be  14  cm. 
long  and  12  cm.  in  breadth  ;  it  consisted  of  omentum.  This 
is  the  only  case  recorded  of  torsion  of  an  accessory  omentum. 
Recovei'y  uneventful. 

Case  2. — Recorded  by  Dr.  Stewart  in  the  Annals  of 
8urgerij,  October,  1905,  pp.  624,  625. 

The  patient  was  a  man  set.  84,  who  had  had  a  right 
reducible  inguinal  hernia  for  fifteen  years.  Three  months 
ago  he  began  to  suifer  from  indigestion.  He  was  admitted 
to  hospitrd  for  an  attack  of  abdominal  pain  which  was  more 
severe  than  the  others.  There  was  both  pain  and  tenderness 
to  the  right  of  the  umbilicus.  The  hernia  sac  was  empty. 
Temperature  normal,  pulse  90 ;  no  sickness ;  bowels  open  the 
previous  day.  A  diagnosis  of  acute  appendicitis  Avas  made. 
OjDeration  thirty  hours  after  the  onset.  The  appendix  was 
found  to  be  normal.  The  whole  omentum  was  twisted  upon 
itself  three  times  just  below  the  transverse  colon.  It  was 
removed.     Recovery. 

It  is  noteworthy  in  this  case,  the  second  recorded  by  Dr. 
Stewart,  that  there  were  never  any  symptoms  referable  to  the 
hernia,  though  the  very  frequent  presence  of  a  hernia  sac  in 
these  cases  makes  it  certain  that  when  present  it  has  an 
important  share  in  the  production  of  the  twists. 

These  cases  bring  the  number  of  known  cases  of  torsion 
of  the  omentum  to  fifty-seven. 

*  Johns  Hopldns  Hospital  Bulletin,  Dec,  1905,  p.  801. 


84 


Mr.  B.  Gr.  A.  Moynihan's  Canes  of 


XV. — A  lieview  of  59  cases  of  Cancer  of  the  Stomach 
treated  hi/  Operation. — By  B.  G.  A.  Motnihax,  M.S., 
F.R.C.S!     Read  February  9,  190(3. 

DURIXGr  the  last  few  years  (since  my  first  case  on  August 
2-3,  1897,  up  to  July  1,  1905)  I  have  operated  upon  59 
cases  of  cancer  of  the  stomach.  The  operations  practised 
have  been  as  follows  : 

Gastro-enterostomy 

Anterior  (all  with  Murphy's  button) 

Posterior  (all  with  suture) 
Gasti'Bctomy  .... 

(Complete)         .... 

(Partial) 

(Partial  with  resection  of  transverse  colon] 
Gastrostomy  for  carcinoma  at  the 

cardiac  end  of  the  stomach 
Jejunostomy  ..... 

Exploratory  laparotomy  (operation  not 

necessary  or  not  possible) . 
During  the  same  period  I  have  seen  eleven  patients  suffer- 
ing from  cancer  of  the  stomach  in  so  advanced  a  stage  that  I 
have  advised  against  operation.  One  of  these  patients  was 
operated  upon  elsewhere,  and  died  six  hours  after  gastro- 
enterostomy had  been  performed ;  of  the  remaining  ten,  nine 
lived  for  jjeriods  varying  from  three  weeks  to  fourteen  weeks, 
in  one  no  further  history  was  obtained. 

I  joropose  to  discuss  the  cases  in  the  order  already  given. 


Cases 

Deaths 

.35 

5 

7 

2 

28 

•3 

10 

3 

1 

1 

7 

1 

0  2 

1 

5 

0 

o 

0 

6 


1 


(1)  Gastro-Enterostomy.     Thirty-five  Cases,  Five  Deaths. 

In  the  earlier  cases  I  used  the  Murphy  button  and  per- 
formed the  anterior  operation.  There  were  seven  cases  and 
two  deaths,  one  from  shock  and  exhaustion  in  a  very  enfeebled 
and  wasted  patient,  one  from  continued  vomiting  and 
exhaustion. 

In  the  later  cases  I  have  performed  the  posterior  operation, 
by  simple  suture,  in  the  manner  I  have  described  in  detail  in 
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my  work  on  Attdominal  Operations.  Tliere  were  twenty-eiglit 
cases  with  three  deaths,  one  from  pneumonia,  one  from  shock 
or  exhaustion,  and  one  from  septic  peritonitis. 

The  value  of  the  operation  of  gastro-enterostomy  in  malig- 
nant disease  of  the  stomach  has  been  variously  estimated  by 
surgeons.  Recently  a  well-known  London  surgeon  pronounced 
unhesitatingly  against  it  in  all  cases ;  other  surgeons  are 
accustomed  to  practise  it  in  all  cases  in  which  irremovable 
malignant  disease  is  encountered.  It  has  seemed  to  me  that 
the  indication  for  the  operation  is  perfectly  clear;  it  should 
be  performed  when  obstruction  to  the  food  is  caused  by,  or  is 
likely  to  be  caused  by  the  increase  of,  an  irremovable  growth 
at  the  pylorus  or  in  the  body  of  the  stomach  near  the  pylorus. 
If  no  obstruction  is  caused,  gastro-enterostomy  is  not 
indicated,  and  will  not  give  if  performed  a  degree  of  relief 
commensurate  with  the  risks  of  the  operation,  though  some 
temporary  improvement  may  be  noticed.  If  there  is  obstruc- 
tion due  to  a  growth  which  can  be  removed,  gastro-enterostomy 
alone  should  not  be  performed  unless  the  condition  of  the 
patient  is  such  that  the  more  serious  operation  of  partial  gas- 
trectomy is  not  permissible.  In  such  circumstances  gastro- 
enterostomy may  be  performed,  and  two  or  three  weeks  later, 
when  the  patient's  condition  may  be  much  im23roved,  the 
removal  of  the  growth  can  be  safely  undertaken.  A  growth 
is  considered  irremovable  when  it  is  adherent  over  a  large 
area  to  the  pancreas  (the  result  of  injury  to  which  is  most 
serious)  or  when  extensive  adhesions,  the  presence  of  many 
enlarged  fixed  glands,  or  secondary  deposits  in  the  liver  or 
parietal  peritoneum  or  elsewhere,  make  its  complete  eradica- 
tion quite  impossible.  The  extent  of  the  growth  in  the 
stomach  only,  and  the  enlargement  of  the  glands  along  the 
curvature,  are  negligible  factors  so  far  as  the  question  of 
removal  is  concerned,  for  both  are  conditions  surmountable  by 
the  operation  which  I  now  adopt. 

A  tumour  growing  on  the  lesser  curvature  well  away  from 
the  pylorus  may  by  its  increase  in  size  cause  obstruction  to 
the  food.  Gastro-enterostomy  in  such  cases  gives  some 
measure  of  relief,  though  by  no  means  so  inuch  as  when  the 
obstruction  is  due  to  an  invasion  of  the  pylorus. 

The  contrary  to  the  rule  mentioned  is  also  in  need  of 
emphasis :  it  is  that  if  obstruction  is  not  caused,  or  is  not 
likely  to  be  caused  in  its  extension,  by  the  growth,  the  opera- 
tion of  gastro-enterostomy  should  not  be  performed.  For  the 
absence  of  obstruction  implies  that  there  is  a  free  passage 
VOL,  XXXIX.  7 
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through  the  stoinach  to  the  duodenuui ;  the  making  of  a  new 
opening  is  therefore  clearly  not  necessary. 

Duration  of  life  after  gastro-eiiturostovni. — I  have  not  been 
able  to  trace  the  final  stages  in  the  history  of  all  my  cases. 
Of  the  thirty  patients  avIio  survived  operation,  twenty  have 
been  traced  to  the  time  of  their  death  ;  six  are  alive  and  well ; 
of  four  nothing  is  known.  The  earliest  death  among  these 
occurred  in  the  fourteenth  week  after  operation,  the  latest  two 
years  and  four  months  after  operation.  The  length  of  life  in  the 
series  is  as  follows :  fourteen  weeks,  fifteen  weeks,  eighteen 
Aveeks,  five  months,  five  and  a  half  months,  six  months,  one 
between  six  and  seven  months,  two  between  seven  and  eight 
months,  two  between  eight  and  nine  months,  three  between 
nine  and  twelve  months,  two  between  twelve  and  eighteen 
months,  two  between  eighteen  months  and  two  years,  two  over 
two  years.  The  patient  who  survived  longest  was  a  woman  on 
whom  I  operated  on  June  13,  1902,  with  Dr.  Xorman  Porritt, 
of  Huddersfield.  Writing  to  me  on  October  27,  1904,  Dr. 
Porritt  said  : 

"You  found  pyloric  enlargement  and  enlarged  glands, 
and  at  the  operation  expressed  the  opinion  that  the  case  was 
one  of  malignant  disease.  The  immediate  recovery  from  the 
operation  was  very  satisfactory,  but  convalescence  was  slow, 
and  oedema  of  the  le(>s  coming  on  seemed  to  confirm  the 
correctness  of  your  opinion  as  to  the  nature  of  the  case.  But 
the  patient  Avent  to  Blackpool  and  came  back  a  different 
woman,  and  has  been  in  first-class  health  until  about  five  or 
six  months  ago.  The  leg  oedema  quite  disappeai*ed.  About 
five  or  six  months  since  she  began  to  lose  flesh  and  condition, 
a  tumour  appeared  in  the  middle  of  the  lower  part  of  the 
epigastrium,  and  the  patient  went  downhill  and  died,  from 
malignant  disease  of  the  stomach,  two  days  ago." 

Of  the  six  patients  who  are  still  alive,  one  Avas  operated 
upon  thirteen  months  ago  and  five  Avithin  the  last  tweh^e 
months. 

A  question  in  reference  to  these  patients  that  has  to 
receive  an  ansAver  is  this  :  Is  it  Avorth  the  patient's  Avhile  to 
liave  the  operation  done  ?  I  should  answer,  without  hesita- 
tion, yes.  For  in  all  such  cases  death  is  imminent,  and  the 
remnant  of  life  would  be  intolerable  from  constant  A'omiting, 
gastric  intolerance,  and  the  complete  inability  to  take  or 
enjoy  food  in  satisfying  quantities.  By  the  operation  of 
gastro-enterostomy  life  is  undoubtedly  prolonged,  and,  Avhat 
is  of  far  greater  consequence,  the  last  weeks  or  months  of  life 
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lire  rendered  tolerable.  Food  can  be  taken  in  fair  and 
sufficient  quantity,  and  can  be  enjoyed ;  there  is  no  stasis  of 
food,  and  there  is  no  vomiting.  Death  occurs  from  gradual 
exhaustion ;  and  ascites,  with  or  without  jaundice,  may  be  a 
feature  of  the  terminal  condition. 


(2)    G-ASTEECTOMY.       TeX    CaSES,    ThREE    DeATHS. 

In  the  nine  cases  in  which  partial  gastrectomy  was  done 
the  growth  was  either  "pyloric"  or  "prepyloric"  in  all. 
The  tumour  was  largest  at  or  near  the  pylorus,  and  thence 
had  spread  to  the  curvatures — to  the  lesser  curvature  in  seven, 
to  the  greater  curvature  in  tAvo.  In  the  seven  former  the 
lesser  curvature  was  palpably  affected  in  a  considerable  part 
of  its  extent,  and  the  coronary  glands  were  also  enlarged;  in 
the  two  latter  the  growth  had  spread  very  much  more  ex- 
tensively along  the  greater  curvatures,  and  had  puckered  up 
the  transverse  mesocolon  and  invrided  the  transverse  colon, 
or  caused  its  stenosis  by  kinking.  In  all  the  cfises  partial 
gastrectomy  Avas  performed,  in  the  first  two  by  the  method 
I  described  before  the  Clinical  Society  of  London  in  November, 
1901,  in  the  remaining  seven  by  the  slight,  but  important, 
modification  of  it  suggested  by  Hartmann.  Of  the  nine  cases, 
two  died  within  a  week  of  the  operation,  one  in  a  few  hours, 
one  in  three  and  a  half  days.  Of  the  remaining  seven,  one 
has  lived  four  and  a  half  years,  and  is  quite  well  and  free 
from  recurrence,  one  died  in  eleven  months  with  ascites,  one 
in  fourteen  months  Avith  secondary  groAvths  in  the  liver  and 
jaundice  and  ascites,  and  four  are  still  alive,  the  operation 
haA-ing  been  performed  at  dates  distant  betAveen  tAvo  and  a 
half  years  and  Aa'C  months. 

I  ha\"e  been  perhaps  rather  conservatiA-e  in  \nj  application 
of  the  operation  of  partial  gastrectomy,  and  I  am  strongly 
disposed  to  think  that  if  some  of  my  earlier  cases  were  to  do 
again  I  should  perform  this  operation  in  preference  to  gastro- 
enterostomy. With  the  method  of  operation  described  in 
my  AA'ork  on  Abdominal  Operations  there  is  but  little  loss  of 
blood,  there  is  no  undue  exposure  of  viscera,  there  is  no  soil- 
ing of  the  peritoneum,  and  the  risks  are  accordingly  much 
reduced  from  AA'hat  they  were  even  fiA*e  years  ago.  We 
should,  therefore,  be  emboldened  to  a  free  remo\"al  of  cancer 
of  the  stomach  in  all  cases  AA'here  secondary  deposits  are  not 
obA'ious.  My  cases  are  too  fcAv  to  afford  a  profitable  com- 
parison Avith    those    in  Avhich    gastro-enterostomy   has    been 
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performed,  in  so  far  as  concerns  the  duration  of  life,  but  there 
is  clearly  a  very  decided  grain  in  length  of  days  after  the 
removal  of  the  growth.  Indeed,  the  question  may  well  be 
raised  as  to  whether  in  selected  cases  the  operation  of  gas- 
trectomy is  not  more  satisfactory  as  a  palliative  operation  than 
gastro-enterostomy,  for  its  risk  is  very  slightly  greater,  and 
by  it  the  patient  is  rid  of  a  growth  which  is  giving  rise  to  a 
continuous  lymphatic  infection.  B3"  removal  of  the  growth 
the  dose,  so  to  speak,  of  cancer  is  temporarily  lessened. 

In  one  patient  complete  gastrectomy  was  performed  with 
a  fatal  result.  I  have  elsewhere  described  this  case  in  detail, 
and  need  not  do  more  now  than  express  my  opinion  that  the 
operation  is  one  which  has  a  legitimate  place  in  surgery,  and 
is  not  merely  a  brilliant  piece  of  surgical  gymnastics.  There 
is  no  doubt  whatever  about  the  fact  that  the  whole  of  the 
stomach  may  be  involved  by  a  growth  Avhich  has  given  rise  to 
no  secondary  deposits — a  growth  which  can,  therefore,  be 
entirely  removed.  In  my  paper  in  the  British  MedlcalJournal, 
1903,  vol.  ii,  p.  1458,  all  the  recorded  cases  are  collected. 

(3)  Gastrostomy.    Five  Cases,  xo  Deaths. 

In  all  cases  the  growth  was  at  or  near  the  cardiac  orifice  of 
the  stomach  and  was  causing  stenosis.  It  is  possible  that  in 
three  of  these,  at  least,  the  growth  was  primarily  oesophageal, 
the  cardia  being  aifected  by  extension  downwards  of  the 
disease.  The  operation  was  performed  by  Senn's  method  in 
four,  by  Frank's  method  in  one.  The  patients  lived  five 
months,  five  and  a  half  months,  seven  months,  eight  months, 
and  seventeen  months  after  operation. 

(4)  jEJUxosTOiiy.     Three  Cases,  no  Deaths. 

The  method  adopted  was  a  modification  of  WitzePs  des- 
cribed by  me  in  the  British  Medical  Journal,  1902,  vol.  i, 
p.  1599.  The  patients  lived  four  and  a  half  weeks,  eight 
weeks,  and  eleven  weeks  after  operation. 

In  all  these  cases  the  stomach  was  so  extensively  involved 
that  gastro-enterostomy  was  impossible,  and  the  presence  of 
secondary  nodules  in  the  liver  or  in  the  peritoneum  jDut  away 
any  thought  of  excision. 

The  prolongation  of  life  for  eleven  weeks  in  one  case  Avas 
a  matter  of  considerable  moment,  the  man  being  able  to  settle 
some  affairs  of  the  highest  importance  with  his  son,  who,  at 
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the  time  of  the  operation,  was  in  South  Africa.     But  for  the 
operation  tlie  patient  coukl  hardly  have  lived  a  fortnight. 

(5)    EXPLOEATOKY    LAPAROTOMY.      SiX    CaSES,    OnE    DkATH. 

The  opinion  is,  I  fear,  too  often  expressed  that  an  explora- 
tory operation  in  suspected  cancer  of  the  stomach  "  to  con- 
hrm  the  diagnosis"  is  nlmost  entirely  devoid  of  risk.  This  is 
far  from  being  the  case.  In  order  to  determine  with  accuracy 
the  extent  of  the  growth,  and  to  know  with  certainty  the 
possibility  or  otherwise  of  its  removal,  an  incision  three  or 
four  inches  in  length  is  necessary,  and  the  hand  must  be 
passed  within  the  abdomen.  People  who  have  obvious  cancer 
of  the  stomach  are  often  enfeebled,  advanced  in  years,  and 
possessed  of  but  little  reserve  of  strength.  An  exploratory 
operation  is,  therefore,  in  itself,  a  matter  of  some  gravity,  and 
must  not  be  heedlessly  performed. 

The  incision  which  admits  one  finger  only  is  enough  for 
the  very  late  or  for  the  very  early  cases,  but  there  are  many 
cases  lying  between  these  extremes  where  a  close  scrutiny  of 
the  parts  is  necessary  before  an  accurate  decision  for  or 
against  operation  is  possible. 

Duration  of  life  after  exiiloratory  operations. — The  explora- 
tory operation  has  had,  in  two  cases,  a  very  marked  and 
unexpected  result.  The  symptoms  of  pain  and  distaste  for 
food  or  inability  to  take  food  disappeared  almost  entirely  for 
periods  of  two  months  and  two  and  a  half  months  respectively. 
The  patients  expressed  themselves  as  feeling  much  relieved 
by  the  operation,  and  were  able  to  take  food  better.  The 
longest  duration  of  life  after  exploration  Avas  just  under  seven 
months. 

In  addition  to  the  cases  already  discussed  I  have  operated 
three  times  for  growths  fin  two  at  the  pylorus,  in  one  at  the 
centre  of  the  stomach)  which  I  considered  to  be  malignant, 
but  which  have  been  proved  by  their  subsequent  course  to  be 
simple  in  character.  One  of  the  cases  Avas  operated  upon  in 
June,  1900  (a  patient  sent  to  me  by  Dr.  Clarke,  of  Doncaster), 
and  the  other  in  January,  1901  (a  patient  sent  by  Dr.  La 
Touche,  of  Ossett).  A  case  of  hour-glass  stomach  due  to 
supposed  malignant  growth  in  the  body  of  the  organ  was 
operated  upon  in  June,  1901  (sent  to  me  by  Dr.  Crawford 
Watson,  of  Harrogate,  subsequently  under  the  care  of  Dr. 
Selkirk  of  Boston  Spa).  These  are  three  cases,  therefore,  in 
which  simple  inflammatory  masses  were   mistaken  for   can- 
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cerons  growths.  In  one  case  I  have  made  tlie  opposite 
mistake,  a  malignant  growth  being  looked  upon  as  a  simple 
one.  This  patient  lived  fourteen  months  after  operation  and 
died  with  ascites.  A  'post-mortem  examination  was  made,  and 
a  large  mass  of  cancer  at  the  pylorus,  Avith  many  secondary 
masses  in  the  liver,  discovered. 

A  study  of  this  series  of  cases  has  elicited  sevei'al  interest- 
ing facts. 

[a]  With  regard,  first,  to  the  position  of  the  growth.  In 
all  the  cases  of  gastrostomy  for  disease  of  the  stomach, 
five  in  number,  the  growth  was  at  the  cardiac  end,  and  had 
spread  thence  to  a  varying  extent  towards  the  body  of  the 
stomach,  chiefly  along  the  lesser  curvature,  where  the  glands 
also  were  implicated. 

In  one  case  of  partial  gastrectomy  the  growth  was  in  the 
body  of  the  stomach  and  had  caused  the  organ  to  be  of  an 
hour-glass  form. 

In  all  the  remaining  cases  of  partial  gastrectomy,  and  in 
all  the  cases  of  gastro-enterostomy,  the  growth  was  situated 
within  3  inches  of  the  pylorus.  Two  types  of  growth  were 
here  recognised  which  may  be  called "  pyloric "  and  "  pre- 
pyloric." In  the  pyloric  growths  the  disease  had  begun  in 
the  pylorus  (or  at  least  within  a  very  short  distance  of  it) 
and  had  early  caused  a  constriction  at  that  part.  The 
tumour  as  a  rule  was  comparatively  small,  was  largest  at  the 
pylorus,  and  gradually  tailed  off  along  the  curvatures,  chiefly 
along  the  lesser  curvature. 

The  growth  along  the  lesser  curvature  in  two  of  the  cases 
extended  almost  to  the  oesophagus.  In  all  the  cases  there 
was  enlargement  of  the  glands;  in  the  earlier  records  there 
is  no  exact  statement  as  to  their  position,  "enlarged  glands" 
only  being  written;  in  the  later  records  it  is  said  that  the 
glands  were  chiefly  along  the  lesser  curvature. 

In  two  cases  the  extension  of  the  growth,  which  involved 
both  curvatures,  had  affected  the  greater  to  a  more  marked 
degree,  and  as  a  result  the  transverse  colon  and  its  mesentery 
were  involved  in  the  growth.  Such  involvement  is  not 
speciallj^  serious  from  the  point  of  view  of  removal  of  the 
growth,  for  a  resection  of  the  colon  can  be  performed  at  the 
same  time  as  the  removal  of  the  stomach. 

The  "pre-pyloric"  form  of  growth  began  almost  always  at 
the  same  point,  on  the  lesser  cui'vature  about  1\  inch  to  2\ 
inches  from  the  pylorus.  The  growth  seems  to  spread  from 
here    along   the    curvature    in    both   directions,    but    chiefly 
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towards  the  pylorus,  drifting  along  into  the  lymphatic  stream. 
It  was,  therefore,  some  little  time  before  the  pylorus  itself 
was  involved,  or  before  there  was  such  increase  in  the  size  uf 
the  growtli  as  to  determine  obstruction.  Tliis  form  of  growth 
presented  in  almost  all  cases  the  same  features.  Its  origin,  as 
indicated  by  the  thickest  part  of  it,  was  at  the  lesser  curva- 
ture ;  from  here  the  growtli  spread  along  the  curvature,  and, 
to  a  less  extent,  down  l)oth  anterior  and  posterior  walls. 
Two  wings  of  growth,  as  it  were,  were  hinged  on  to  a  body 
which  was  longer  than  either,  thicker  in  the  middle  and 
tapering  towards  each  end.  The  centre  of  the  growth  was 
often  deeply  puckered,  white,  and  '*'  gritty  '^ ;  the  rest  of  it 
was  smooth,  but  intensely  hard. 

The  symptoms  in  the  two  forms  of  growth,  "  pyloric  "  and 
"  pre-pyloric,"  differ  to  a  degree  which  should  make  their 
recognition  before  operation  a  matter  of  little  or  no  difhculty. 
In  the  pyloric  form  the  sjnnptoms  from  the  outset  are  of  an 
obstructive  character  :  there  is  stasis  of  food,  inability  to  take 
solids,  and  vomiting  in  quantities  which  increase  with  the 
increasing  capacity  of  the  stomich.  In  these  cases  the 
stomach  is  obviously  dilated,  and  waves  of  peristalsis  are 
easily  seen  or  easily  elicited  by  slight  inflation  of  the  stomach. 
A  growth  placed  as  these  are  need  not  be  of  large  size  to 
cause  the  most  marked  symptoms.  It  does  not  require  a 
large  mass  to  block  the  pylorus  effectively. 

In  the  ''  pre-pyloric  "  form  the  symptoms  are  not  obstruc- 
tive in  the  earlier  stages ;  it  is  only  when  the  pylorus  is 
invaded,  or  the  lai-ge  size  of  the  growth  blocks  the  narrow 
pyloric  antrum,  that  there  is  any  impediment  to  the  onward 
passage  of  food.  Before  this  time  the  symptoms  are  loss  of 
appetite,  intolerance  of  solid  food,  uneasiness  after  meals, 
occasional  vomiting  of  a  turbid  watery  fluid  in  small  quantities, 
and  loss  of  weight.  These  symptoms  ixxe  all  mentioned  in  the 
history  of  my  cases,  though  any  one  or  more  or  even  all  of 
them  may  be  absent  in  any  individual  patient.  In  two  of  the 
cases  a  diagnosis  of  "  antemia  '^  had  suggested  the  treatment 
that  was  adopted  for  two  and  three  months.  An  ana?mia 
Avithout  obvious  cause  in  a  patient  £et.  50  or  thereabouts 
should  create  a  suspicion  as  to  its  dependence  upon  malignant 
disease  somewhere  within  the  abdomen. 

In  the  cases  where  an  exploratory  operation  only  was 
performed  the  growth  was,  with  one  exception,  most  marked 
along  the  curvatures — on  the  lesser  cuiwature  in  three,  on  the 
greater  in  two,  in  one  the  greater  part  of  the  stomach  was 
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involved.  In  all  the  mass  was  large,  \evy  much  larg-er  than 
had  been  snpposed  before  the  abdomen  was  opened.  The 
reason  in  these  cases  for  not  performing  g-astro-eiiterostomy 
was  that  no  obstruction  was  caused  and  therefore  such  an 
operation  could  not  afford  nnich  relief ;  the  reasons  against 
the  performance  of  partial  gastrectomy  were  that  there  were 
many  enlarged  glands,  which  were  irremovable,  or  secondary 
deposits  in  the  liver,  or  intimate  adhesion  to  the  pancreas. 

(6)  With  regard  to  the  previous  history  of  gastric  ulcer. 
In  the  last  twenty-two  cases  of  gastro-enterostomy  by  simple 
suture,  a  close  inquiry  was  made  into  details  of  previous 
history  in  respect  of  gastric  ulcer;  of  the  earlier  cases  I  have 
very  few  historic  details ;  tlie  interest  of  the  notes  then  taken 
lies  chiefly  in  the  details  of  technique.  The  result,  I  find,  is 
that  of  the  twenty-two  patients  sixteen  either  gave  a  history 
of  an  illness  which  had  been  called  ''  ulcerated  stomach  "  or 
"  g'astric  ulcer"  by  the  medical  man  who  then  attended,  or 
they  spoke  of  having  "always  had  indigestion."  In  two  cases 
a  history  of  chronic  indigestion  extending  over  more  than 
twenty-five  years  was  given.  In  one  of  these  an  operation 
had  been  performed  eighteen  years  before  by  Mr.  McGill  for 
a  perigastric  abscess  ;  from  the  condition  disclosed  by  the 
operation  I  performed,  it  was  quite  clear  that  there  had  been 
a  subacute  perforation  of  an  ulcer  near  the  pylorus  and  on 
the  lesser  curvature. 

The  evidence,  then,  in  this  last  series  of  cases  goes  to 
show  that  in  sixteen  out  of  the  twenty-two  patients  (equiva- 
lent to  72*1  per  cent.)  there  had  been  gastric  ulcer  many 
years  before.  The  shortest  interval  between  the  "  attack  "  of 
gastric  ulcer  and  the  onset  of  tlie  symptoms  Avliich  led  to  my 
seeing  the  patient  for  a  condition  which  jjroved  malignant 
was  three  years,  the  longest  interval  was  twenty-six  years. 

On  the  other  hand,  there  were  two  patients  who  gave  a 
history  of  less  than  three  months'  duration  ;  in  both  malignant 
disease,  already  far  advanced,  Avas  discovered.  Up  to  the 
time  of  the  somewhat  brusque  onset  of  sj'mptoms  there  had 
never  been  any  suspicion  or  hint  of  abdominal  disease.  One 
of  these  cases  offered  an  undoubted  instance  of  ulcus  carcino- 
matosum,  one  edge  of  an  ulcer  being  affected  by  a  large  mass 
of  exuberant  carcinomatous  growth. 

"With  regard  to  the  existence  of  gastric  ulcer  as  a  precursor 
of  malignant  disease  in  the  remaining  cases,  my  records  show 
that  in  nine  cases  of  gastrectomy  there  Avere  six  with  such  a 
history,  in  three  cases  of  jejunostomy  one  case,  in  six  cases  of 
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exploration  tliree  cases,  and  in  five  cases  of  gastrostomy  one 
case. 

Thus  in  tlie  wliole  series  of  cases  a  previous  history  of 
gastric  ulcer  was  noted  as  follows  : 

Of  gasti'o-enterostomy  there  were  twenty-two  cases,  with 
sixteen  giving  such  ahistor}-;  of  gastrectomy  there  were  nine 
cases,  with  six  giving  such  a  history  ;  of  jejunostomy  there 
were  three  cases,  with  one  giving  such  a  history ;  of  gastro- 
stomy there  were  five  cases,  with  one  giving  such  a  history. 

Inquiry  was  either  not  made  in  the  earliest  cases,  or  no 
mention  is  recorded  of  any  such  history  being  elicited. 

I  have  elsewliere  {Practitioner,  September,  1904),  dealt 
with  the  subject  of  "  ulcus  carcinomatosum  "  in  detail. 

The  sequence  of  gastric  ulcer  and  carcinoma  so  far  as 
clinical  evidence  can  su]iport  it,  seems  to  be  definitely 
established  in  moi-e  than  half  the  total  number  of  cases  that 
come  to  surgical  treatment.  Analogy  is  perhaps  the  worst 
argument  in  surgery,  but  one  caunot  refrain  from  citing  the 
similar  circumstances  occurring  in  the  case  of  the  tongue. 
Carcinoma  rarely  develops  in  u  tongue  which  is  otherwise 
healthy.  In  almost  every  instance  cancer  is  only  a  local 
exaggeration  of,  or  a  later  change  in,  an  unhealthy  condition 
of  things  distributed  over  other  parts,  or  over  the  whole,  of 
the  tongue.  Evidence  of  present  chronic  superficial  glossitis, 
of  former  ulceration  or  "cracking"  of  the  tongue,  are 
frequent,  if  not  constant. 

Evidence  of  a  like  kind  to  this  is  difficult  to  obtain  in  the 
case  of  the  stomach  ;  by  the  time  the  specimen  is  submitted  to 
examination  after  removal  by  opei-ation,  or  after  death,  the 
growth  is  so  extensive  as  to  obliterate  or  at  the  least  to  hide, 
the  scars  of  older  lesions.  Nevertheless,  a  not  inconsiderable 
number  of  specimens  have  been  obtained  showing  a  chronic 
ulcer  which  at  its  edge  is  undergoing  a  cancerous  transfor- 
mation, the  cancer  being  clearly  of  later  date  than  the  ulcer. 
This  condition  of  "  ulcus  carcinomatosum,''  the  grafting  of 
cancer  upon  ulcer,  is  recognisable  pathologically  in  but  a 
small  proportion  of  cases  ;  the  clinical  evidence  suggests  that 
it  is  not  unlikely  that  it  is  the  most  common  form  of  cancer 
of  the  stomach.  This  is  assuming,  of  course,  that  the  term 
"  ulcus  carcinomatosum  "  is  held  to  include  all  cases  in  Avhich 
chronic  inflammatory  conditions  are  the  local  precursors  and 
excitants  of  carcinomatous  changes. 

It  is  interesting  to  note  that  the  two  conditions  ulcer  and 
cancer    affect    the    various    purtions    of    the    stomach    with 
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approximately  the  same  frequency.  The  "  ulcer-bearing 
area"  of  the  stomach  is  the  pylorus,  with  the  pyloric  antrum, 
and  it  is  here  that  cancer  is  most  commonly  found.  This 
part  of  the  stomach  is  certainly  that  upon  which  the  greatest 
stress  is  thrown  during  digestion.  It  is  the  most  muscular 
part  of  the  stomach,  the  "  grinder "  as  it  has  been  aptly 
called,  and  it  is,  therefore,  more  subject  to  the  pressure  and 
irritation  of  passing  food  than  any  other  part  of  the  organ. 

(c)  The  third  ]ioint,  a  most  lamentable  one,  is  this  :  Of  all 
the  cases,  seventy  in  number,  that  I  have  seen,  only  one  has 
survived  a  period  of  four  years  from  the  time  of  the  discovery 
of  the  disease.  The  records  of  cancer  in  any  of  the  organs 
of  the  body  surgically  accessible  are  saddening  enough,  but 
I  doubt  whether  a  statement  more  deplorable  can  truthfully 
be  made  about  any  of  them.  Xow,  it  cannot  be  said  that  there 
is  anything  specially  vicious  in  cancer  of  the  stomach  as 
contrasted  with  that  occurring  in  other  organs.  For  we 
know  that  the  'post-mnrtem  examination  of  one  dead  of  cancer 
of  the  stomach  sometimes  discloses  the  fact  that  the  disease 
has  not  spread  beyond  the  stomach,  that  there  are  no 
secondare'  deposits  in  the  liver  or  elsewhere,  and  that  there 
is  no  involvement  of  other  parts,  such  as  the  pancreas  or 
colon,  by  direct  extension.  The  origin  and  early  develop- 
ment of  cancer  of  the  stomach  are  certainly  insidious,  but  the 
growth  is  not  usually  rapid  and  the  involvement  of  the  parts 
to  an  extent  which  excludes  the  possibility  of  removal  by  opera- 
tion is  probably  tardy.  AVhat  are  the  conditions,  therefore, 
which  make  our  treatment  of  the  disease  so  ineffective  ? 

I  believe  that  the  faults  in  our  attitude  toAvards  this 
disease  lie  in  tAvo  directions.  In  the  first  place  diagnosis  is 
not  made  at  a  sufficiently  early  stage,  and  in  the  second  Ave 
ha\-e  too  often  been  contented  Avith  merely  palliative  operations 
instead  of  attempting  the  removal  of  the  groAvth ;  and  further, 
when  removal  has  been  undertaken,  the  operation  practised 
has  not  been  based,  as  successful  operations  in  malignant 
disease,  AA'herever  occuri'ing,  must  be  based,  upon  a  knoAvledge 
of  the  anatomy  of  the  organ  invol\'ed,  especially'  so  far  as  its 
lymphatic  distribution  is  concerned. 

AVe  have  heard  much  in  recent  years  of  the  problem 
of  the  early  diagnosis  of  cancer  of  the  stomach  ;  but  in  spite 
of  much  labour  and  much  discussion,  no  significant  ad\'ance 
has  been  made  in  our  power  of  a  timely  recognition  of  the 
disease.  A  close  study  of  the  history  of  the  patients  in  my 
series  and  in  the  other  records  Avitli  which  I  have  made  mvself 
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accjuaiiited  leaves  ine  convinced  that  even  "with  onv  present 
nietliods  earlier  recognition,  and  radical  surgical  treatment 
based  thereupon,  should  ])e  tar  more  frequent  than  at  present. 
The  type-history  of  a  case  of  carcinoma  is  as  follows  : 
A  man  or  woman  of  middle  age  has  suffered  for  a  few  or 
for  many  years  from  indigestion,  pain  after  food,  vomiting, 
and  inability  to  take  the  ordinary  food  in  ordinary  quantity  ; 
these  symptoms  have,  it  may  be,  come  on  in  "attacks,'"  in  the 
intervals  of  which  there  has  been  comparative  or  complete 
freedom  from  suffering.  At  last  an  "attack''  comes  that  is 
inore  rebellious  than  the  other,  vomiting  is  more  persistent, 
and  the  loss  of  weight  is  unusual.  The  remedies  which 
before  gave  relief  are  now  without  effect.  If  in  such  a 
patient  there  be  gastric  stasis,  food  being  retained  for  ten  or 
twelve  hours,  if  there  be  persistent  absence  of  free  HCl  after 
a  test  meal,  if  lactic  acid  be  present,  and  if  in  the  test- 
meal  when  removed  blood  is  found  on  microscopic  examina- 
tion, then  there  is  a  very  strong  warrant  for  a  diagnosis  of 
carcinoma,  and  an  exploratory  operation  is  not  only  justified, 
it  is  demanded.  What  I  have  said  already  Avith  regard  to 
exploration  applies  only  to  the  late  case;  for  the  discovery  of 
the  early  condition  exploration  would  be  of  insignificant  risk. 
In  discussing  this  question  of  exploration  it  is  well  to  be  clear. 
There  can  be  no  question  that  an  exploratory  operation  is  a 
confession  of  diagnostic  failure ;  Ave  do  nor  explore  the 
abdomen  for  conditions  Avliich  Ave  can  uoaa-  diagnose  Avith 
certaintA' — conditions,  it  may  be,  Avhicli  twenty  years  ago  we 
Avere  not  capable  of  recognising  with  precision,  conditions 
such  as  duodenal  ulcer  or  stone  in  the  common  duct.  But  no 
one  Avould  hesitate  to  say  that  positive  recognition  of  cancer 
of  the  stomach  in  its  early  stage — in  the  stage,  thatis,  Avhenit 
could  be  comijletely  eradicated — is,  Avitli  present  clinical 
methods,  almost  impossible.  If  so,  it  should  be  frankly 
admitted,  and  the  only  certain  method,  exploratory  operation, 
vindicated.  If  the  clinical  history  of  a  case  is  such  that  sus- 
picions created  at  the  first  are  not  quickly  allayed,  then  the 
abdomen  should  be  opened  to  enable  a  diagnosis  to  be  made. 
Exploration  should  be  used  for  the  purpose  of  maJcing,  not  Avith 
the  object  of  confirming,  a  diagnosis.  It  is  probable  that,  as  in 
other  matters,  the  comparison  of  the  history  and  of  the  condi- 
tions reA-ealed  at  operation  Avill  lead  by  degrees  to  greater 
assurance  in  our  diagnosis.  Before  an  exploratory  operation  is 
sanctioned,  howeA'er,  the  clinical  investigation  should  be  as 
complete  as  it  is  possible  to  make  it. 
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XVI. — Stricture  of  the  Small  Intestine  causing  Acute 
Intestinal  Obstruction.  By  James  Shereen,  F.R.C.S. 
Bead  Fehruary  23,  190G. 

THE  following  case  of  acute  intestinal  obstruction,  the 
result  of  stricture  of  small  intestine,  seems  to  me  to 
be  of  sufficient  interest  to  bring*  before  this  Society. 

S.  S.,  a  Russian  Jew,  jet.  'SQ,  on  the  evening  of  June  15, 
1904,  ate  fifteen  raw  potatoes  for  a  wager. 

He  suffered  no  inconvenience  until  2  a.m.  the  following 
day,  when  he  awoke  with  severe  general  abdominal  pain, 
followed  in  a  short  time  by  vomiting.  The  pain  continued 
and  he  was  admitted  to  the  London  Hospital  during  the 
morning  as  a  case  of  perforated  gastric  nicer. 

I  saw  him  twelve  hours  after  the  onset.  He  gave  a 
definite  history  of  pain  after  food  for  two  years,  and  of  an 
attack  of  ha^matemesis  three  months  previously. 

His  vomiting  since  admission  had  been  gushing  in 
character,  and  his  face  presented  the  appearance  typical  of  a 
severe  abdominal  lesion.  His  temperature  was  97^  F.  and  his 
pulse  72.  The  abdomen  was  a  little  distended,  there  was  no 
superficial  tenderness,  and  deep  tenderness  was  present  just 
above  the  umbilicns  to  a  slight  degree  only. 

I  diagnosed  acute  obstruction  and  operated  at  once. 

On  opening  the  abdomen,  distended  coils  of  small  intestine 
protruded;  on  tracing  the  gut  downwards  it  became  suddenly 
collapsed  about  eight  feet  below  the  duodeno-jejunal  junction. 
On  looking  closely  the  gut  Avas  seen  to  be  a  little  constricted 
at  this  point,  but  all  efforts  to  squeeze  the  intestinal  contents 
onwards  were  of  no  avail.  I  then  opened  the  intestine  above 
the  obstruction  and  removed  large  quantities  of  undigested 
raw  potatoes,  some  of  the  pieces  being  the  size  of  a  small 
walnut.  As  the  condition  of  the  intestine  above  the  stricture 
did  not  warrant  innuediate  resection  a  Panl's  tube  was 
inserted.  Before  opening  the  intestine  I  examined  the 
stomach  and  found  a  scar  on  its  anterior  surface. 

JUe  was  a  very  refractory  patient,  and  removed  the  Paul's 
tube  the  third  night  after  tlie  operation.  However,  he  pro- 
gressed   satisfactorily    and   three  weeks   later  I  excised  the 
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damaged  portion  of  gut,  performing  end-to-end  anastomosis 
by  suture.  The  wound  healed  well  and  he  left  the  hospital 
on  August  8.  I  saw  him  several  times  during  the  next  two 
months,  after  which  he  went  to  America. 

Cases  of  stricture  of  the  small  intestine  are  rare;  those 
leading  to  acute  intestinal  obstruction,  in  adults,  are  rarer 
still. 

The  stricture  in  this  patient  was  situated  about  the 
junction  of  the  jejunum  and  ileum.  Externally  there  was  no 
thickening  to  be  felt  and  no  alteration  in  the  appearance  of 
the  jieritoneal  coat.  It  involved  the  whole  circumference  of 
the  intestine.  Unfortunately,  I  was  unable  to  obtain  any 
further  information  after  resection. 

I  came  to  the  conclusion  that  the  stricture  was  probal)ly 
of  congenital  origin,  although  the  position  was  an  unusual 
one.  But  Eollestou  (1)  has  recorded  a  case  in  which 
diaphragmatic  stricture  was  present  in  the  jejunum,  and  two 
lesser  marked  ones  lower  down,  in  a  m;in  ast.  25,  who  died  of 
nephritis  and  had  presented  no  intestinal  symptoms.  Turner 
(2)  has  recorded  a  case  in  an  infant,  in  which  the  jejunum 
was  occluded.  Although  congenital  strictures  are  most  often 
met  with  in  the  duodenum  and  lower  ileum,  yet  these  and 
other  cases  lead  one  to  suppose  that  they  may  be  met  with  in 
any  j)art  of  the  small  intestine. 

In  this  instance  it  is  probable  that  the  condition  would 
have  given  rise  to  no  symptoms  if  the  lumen  had  not  been 
blocked  by  a  mass  of  indigestible  food. 
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XVII. — A  Case  of  Strruignlafeil  Left  Duodenal  Hernia. 
By  James  Sherkex,  F.R.C.S.  Read  February  23, 
1906. 

MAEATH  (1),  Avriting  in  1903,  reportetl  a  case  of  left 
-L^  '^  duodeno-jejuiial "  liernia  which  he  had  successfully 
operated  upon.  He  was  able  to  collect  7  instances  of 
"  duodeno-jejunal "  hernia  submitted  to  operation,  with  2 
successes,  those  recorded  by  Xeumann  and  Tul)by. 

Eecently  Lawford  Knaggs  (2)  has  reported  a  case  of  left 
duodenal  liernia  operated  upon  Avith  success.  This  with  the 
case  I  am  reporting  this  evening  brings  the  number  of 
recorded  operations  to  10,  with  4  successes. 

Narath  considered  that  Rose\s  was  the  only  previously 
recorded  instance  of  operation  on  a  left  "  duodeno-jejunal " 
liernia.  But  Moynihan  (3)  in  his  exhaustive  treatise  considers 
the  cases  of  Ridge  and  Hilton  and  Tubby  to  have  been  of  this 
variety,  and  also  mentions  the  inf requency  of  acute  symptoms 
in  cases  of  left  duodenal  hernia.  Following  Moynihan, 
this  gives  us  six  records  of  cases  of  left  duodenal  hernia 
submitted  to  operation  (Ridge  and  Hilton,  Tubby,  Rose, 
Narath,  Knaggs,  Sherren) ;  of  these  4  Avere  successful,  but  in 
2  cases  only  were  their  symptoms  those  of  acute  intestinal 
obstruction. 

M.  S.,  a  girl  set.  13,  Avas  admitted  into  the  Poplar 
Hospital  under  my  care  on  July  11.  190-5. 

tShe  had  been  taken  suddenly  ill  with  abdominal  pain  of  a 
colicky  nature  at  7  the  same  morning  while  in  bed;  this  was 
followed  shortly  by  vomiting.  On  direct  questioning  she 
gave  a  history  of  slight  abdominal  pain  a  week  previously; 
this  was  not  accompanied  by  vomiting  and  was  not  known  to 
her  mother.  There  was  no  history  of  any  other  abdominal 
trouble. 

I  saAv  her  seven  hours  after  the  onset  of  the  symptoms. 
She  had  vomited  frequently  since  her  admission  to  hospital, 
and  her  pulse-rate  had  risen  from  96  at  9  a.m.  to  120  at  2  p.m. 

The  correct  diagnosis  was  at  once  suggested  by  the 
examination  of  her  abdomen.  A  rounded  swelling  about  the 
size  of  a  cocoanut  was  visible  in  the  umbilical  region,  extend- 
ing more  to  the  left  than  to  the  right ;  it  was  resonant  on 
percussion  and  fixed. 
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I  operated  at  once  and  found  a  coil  of  collapsed  ileum 
vvliicliled  upwards  to  the  hernial  opening.  This  was  situated 
to  the  left  side  of  the  lumbar  spine  and  looked  upwards,  back- 
wards, and  to  the  right.  After  division  of  the  neck  of  the  sac 
in  a  downward  direction  I  easily  pulled  out  about  two  thirds 
of  the  small  intestine.  No  adhesions  were  present ;  the  sac 
contained  a  little  turbid  fluid.  On  closer  examination  of  the 
neck  of  the  sac  I  found  that  its  free  border  looked  upwards 
and  to  the  right  and  that  the  inferior  mesenteric  vein  was  in 
relation  to  its  upper  and  left  border  for  a  short  distance  only. 
The  inner  end  of  the  peritoneal  fold  was  lost  on  the  duodenum 
and  left  side  of  the  root  of  the  mesenter}'.  I  completed  the 
division  of  the  fold  in  a  downward  direction  and  removed  as 
much  as  possible  of  the  peritoneal  reduplication,  suturing  the 
edges  with  catgut.  I  closed  the  abdominal  wall  in  layers  and 
the  girl  made  an  uneventful  recovery.  I  saw  her  a  fcAv  days 
ago,  in  perfect  health. 

This  hernia  appears  to  have  started  in  a  combined  inferior 
duodenal  and  paraduodenal  fossa.  That  described  as 
dnodenal-jejunal  by  Treitz  and  figured  on  p.  20  of  Moynihan's 
work  (2),  or  depicted  by  Sir  Frederick  Treves  (3),  resembles 
the  fossa   which  I    imagine    was    the    starting-point  of    this 


liernia. 
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XVIII. — A  Case  of  Volctdiis  of  the  Cxcniii.     Bv  James 
Sherren,  F.KC.S.     Read  Februari/  28,  1906. 

VOLVULUS  of  the  ciecum  is  also  among  the  less  common 
causes  of  acute  intestinal  obstruction.  Corner  and 
Sargent  (1)  were  able  to  collect  57  cases  from  the  literature  and 
described  5  cases  that  had  come  under  their  own  observation. 

Most  of  the  cases  seem  to  have  come  under  the  care  of  the 
surgeon  too  late  to  admit  of  successful  treatment ;  the  follow- 
ing case  appears  to  have  beeu  operated  upon  earlier  than  any 
previously  recorded. 

A.  S.,  a  waterside  labourer,  let.  31,  was  aroused  from  his 
sleep  at  3  a.m.  ou  October  16,  1905,  with  severe  abdominal 
pain  localised  to  the  umbilical  region;  he  vomited  "three 
minutes  later"  and  frequently  up  to  the  time  of  operation. 

I  saw  him  at  the  London  Hospital  seventeen  hours  after 
the  onset  of  the  symptoms.  I  coukl  obtain  no  history  of  any 
previous  abdominal  trouble  and  he  stated  that  he  had  not 
suffered  from  constipation. 

He  looked  extremely  ill,  his  temperature  was  101°  F.  and 
his  pulse  108.  The  abdomen  was  a  little  distended,  was  rigid 
and  deeply  tender  in  the  umbilical  and  hypogastric  regions. 
A  rectal  examination  revealed  no  further  signs  and  enemata 
were  given  without  result.  A  definite  diagnosis  seemed 
to  be  impossible,  and  I  inclined  to  the  view  that  he  was 
suffering  from  gangrenous  appendicitis  because  of  the  marked 
rigidity  and  deep  tenderness  present. 

On  opening  the  abdomen  turbid  tluid  at  once  came  out 
and  a  coil  of  distended  gut  presented.  On  tracing  this 
upwards  I  found  a  mass  in  the  umbilical  region.  This  proved 
to  be  a  volvulus  of  the  cajcuni;  the  gut  had  taken  one 
complete  turn  from  right  to  left  along  the  axis  of  the  superior 
mesenteric  vessels.  In  the  region  of  the  hepatic  Hexure  Avere 
some  adhesions  on  the  outer  side  of  the  colon.  After  untwist- 
ing the  volvulus  I  found  that  the  outer  pouch  of  the  caecum  was 
gangrenous.  I  resected,  therefore,  the  cascuni  and  lowereiglit 
inches  of  ileum.  The  condition  of  the  gut  above  was  so  good 
that  1  decided  to  do  immediate  anastomosis.  After  closing 
the  ends  of  the  ascendhig  colon  and  ileum,  I  did  lateral 
anastomosis  of  ileum  to  ascending  colon   by  suture.     After 
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flusliiiig  out  the  abdomen  with  hot  normal  saline  solution,  I 
closed  the  wound  without  drainage.  He  made  an  uneventful 
recovery  and  left  the  hospital  on  November  15.  I  saw  him  a 
few  days  ago ;  he  appeared  quite  well  and  had  had  no  further 
a,bdominal  trouble. 

I  have  been  unable  to  make  an  exhaustive  search,  but  so 
far  I  have  found  no  case  of  volvulus  of  the  ctecum  which  the 
surgeon  was  fortunate  enough  to  see  at  such  an  early  date 
after  the  onset  as  this,  and  in  w^hich  primary  resection  Avas 
folloAved  by  recovery. 

This  case  appears  to  fall  into  the  first  of  the  three  groups 
into  which  Corner  and  Sargent  divided  cases  of  volvulus  of 
the  caecum,  that  in  which  the  lower  part  of  the  ascending- 
colon  is  provided  with  a  mesentery,  and  resembles  the  case 
reported  to  this  Society  by  the  late  Mr.  Walsham  (2),  and  one 
recorded  by  Wood  (3)  in  which  thirty  hours  after  the  onset 
resection  was  performed  Avith  a  fatal  result. 
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XIX. — Tifo  Cases  of  Appendicitis  due  to  O^ci/uris 
Vermicidaris.  By  H.  W.  Caeson,  F.E.C.S.  Bead 
Fehruary  23,  1906. 

THE  first  case  was  tliat  of  a  single  girl,  ml.  19,  "vvlio  gave 
the  following  history.  She  had  had  excellent  health 
until  one  month  before  admission  to  hospital.  She  then  had 
pain  after  food,  "  like  indigestion,"  and  occasional  vomiting 
during  the  last  Aveek. 

On  August  15  early  in  the  morning  she  Avas  seized  with 
violent  pains  in  the  right  side  of  the  abdomen,  accompanied 
by  vomiting — the  vomiting  continued  during  the  day,  but 
ceased  at  night  and  did  not  recur.  In  the  evening  she  was 
seen  by  a  medical  man,  who  reported  a  rapid  pulse-rate  and 
a  temperature  of  103°  F. 

On  August  16  she  had  a  rigor  and  was  admitted  to 
hospital. 

Condition  on  adviission . — Temperature  103'8°F.,  pulse  116, 
respiration  32.  Patient  anaemic,  tongue  moist,  but  slightly 
furred.  She  complains  of  severe  pain  and  tenderness  on  the 
right  side  of  the  abdomen.  The  bowels  were  opened  on  the 
day  before  admission. 

On  examination. — The  abdomen  moved  with  respiration, 
and  was  not  distended.  There  was  no  rigidity  of  the  abdo- 
minal walls.  Superficial  tenderness  was  marked  over  a  large 
area  of  the  right  side  of  the  abdomen,  extending  from  the 
edge  of  the  ribs  to  the  iliac  fossa,  Avith  tenderness  in  the 
right  loin,  most  marked  above  the  crest  of  the  ilium.  There 
was  much  tenderness  on  deep  pressure  over  McBurney's 
point.  There  Avas  no  swelling,  but  an  area  of  dulness  could  be 
made  out  under  the  right  rectus  muscle  extending  tAVO  inches 
above  and  one  inch  below  the  level  of  the  umbilicus.  The 
rectum  Avas  full  of  freces,  but  after  these  had  been  remoA'ed 
by  enema  nothing  abnormal  Avas  found  on  rectal  examination. 

The  heart  and  lungs  Avere  healthy. 

The  abdomen  was  opened  and  the  appendix  found  to  liaA'e 
a  bulbous  tip  and  slight  recent  adhesions  between  its  proximal 
half  and  the  csecum.  It  Avas  removed.  The  mucous  mem- 
brane of  the  distal  half-inch  Avas  deeply  congested  but  not 
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ulcerated.  A  single  female  oxyuris  vermicularis  was  found 
in  the  congested  area. 

Subsequent  history. — The  patient  at  once  lost  all  pain, 
and  on  the  day  following  operation  expressed  herself  as 
feeling  quite  comfortable.  The  temperature  and  pulse-rate, 
howevei',  returned  to  normal  very  gradually,  the  evening  tem- 
pei'ature  reaching  normal  only  on  the  nintli  day.  Repeated 
examinations  of  the  lungs  were  made,  but  nothing  was 
discovered.  The  bowels  were  confined,  but  daily  evacuations 
Avere  obtained  by  enemata.  The  wound  healed  perfectly, 
stitches  being  removed  on  the  ninth  day,  and  at  no  time  was 
there  anv  distension  or  abdominal  discomfort.  On  Aug-ust 
30,  after  the  temperature  had  been  normal  for  six  days, 
patient  complained  of  headache  and  drowsiness.  The  tem- 
perature rose  to  102-6°  F.  at  7  a.m.  and  was  104-4°  F.  at  7  p.m. 
Pulse-rate  120.  Examinations  of  the  abdomen  and  chest  Avere 
negative.  The  temperature  reached  normal  again  on  Sep- 
tember 2,  no  physical  signs  having  developed  during  this  time. 

On  September  6  the  temperature  rose  again  to  102-6°  F. 
(7  a.m.)  reaching  104-8°  F.  at  7  p.m.,  patient  feeling  drowsy, 
but  not  otherwise  uncomfortable.  Nothing  was  found  to 
account  for  the  temperature,  which  fell  to  normal  on  September 
9,  and  the  patient  left  the  hospital  a  few  days  afterwards.  At  no 
time  during  her  stay  in  hospital  did  she  pass  any  worms,  and 
as  far  as  she  was  aware  she  never  had  passed  any.  She  writes 
to  say  that  she  has  a  "  very  sharp  pain  Avith  the  changes  of 
the  weather  and  cannot  have  action  without  medicine."  She 
has  not  passed  any  Avorms. 

The  second  case  AA'as  that  of  a  married  Avoman,  «t.  24,  AAdio 
gaA^e  the  folloAving-  histor}^.  Her  health  had  been  good 
except  for  an  attack  of  abdominal  pain,  occurring  one  year 
before,  AA-hich  lasted  for  three  AA^eeks. 

On  November  29  patient  Avas  seized  with  a  severe  pain  in 
the  loAver  part  of  the  abdomen,  accompanied  by  slight 
vomiting.  She  Avas  seen  by  a  medical  man,  Avho  diagnosed 
appendicitis  and  adA-ised  her  removal  to  hospital. 

She  Avas  admitted  on  NoA'ember  30. 

Condition  on  admission. — Patient's  general  condition  AA'as 
good,  but  she  Avas  apparently  in  considerable  pain.  Tongue 
moist,  but  slightly  furred,  temperature  100-6°  F.  Pulse  118, 
regular,  respiration  28.     The  heart  and  lungs  AA'ere  healthy. 

The  patient  complained  of  seA^ere  pain  in  the  loAver  part 
of  the  abdomen,  most  marked  in  the  left  iliac  fossa.  The 
abdomen  moved  Avell  AAith  respiration  ;  there  was  no  rigidity 
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of  the  abdominal  wall  and  no  tnniour  could  be  felt.  Percus- 
sion gave  a  tympanitic  note.  There  was  tenderness  on  deep 
pressure  in  the  right  iliac  fossa,  but  this  was  at  a  lower  level 
than  is  usual  in  appendix  cases  and  resembled  the  tenderness 
occurring  in  pyosalpinx  cases.  Per  rectum  there  Avas  some 
general  tenderness,  j^cr  vaginam  there  was  acute  tenderness 
in  both  fornices,  but  nothing  abnormal  was  discovered,  though 
bimanual  examination  was  difficult  owing  to  the  pain  elicited. 
There  was  not  at  the  time,  nor  had  there  been,  au}"  vaginal 
discharge. 

A  provisional  diagnosis  of  pyosalpinx  was  made,  and  as 
the  patient  was  in  great  distress  immediate  operation  was 
decided  on.  The  abdomen  was  opened  in  the  middle  line. 
The  uterus  and  appendages  were  found  to  be  normal  and  the 
appendix  was  apparently  normal.  Mindful  of  the  case  three 
months  before,  I  removed  the  appendix,  and  found  three 
thread-worms  in  the  distal  end  of  it.  There  was  no  injection 
or  ulceration  of  the  mucous  membrane. 

The  temperature  fell  to  normal  on  the  evening  of  the  day 
of  operation,  but  the  pulse-rate  was  somewhat  rapid  for  two 
days.  Stitches  were  removed  on  the  eighth  day,  the  wound 
being  soundly  healed.  At  11  a.m.  on  that  day  the  tempera- 
ture rose  to  100'8°F.  with  a  pulse-rate  of  98.  There  were  no 
symptoms,  and  both  temperature  and  pulse  were  normal  next 
morning ;  biit  on  the  eleventh  day  after  operation  the  patient 
complained  of  headache  and  abdominal  pain  and  the  tempera- 
ture rose  to  102°  F.  with  a  pulse-rate  of  112.  Nothing  could 
be  found  to  account  for  this.  The  bowels  were  not  confined. 
Next  morning  tlie  temperature  and  pulse-rate  were  normal 
again  and  from  that  point  convalescence  Avas  uninterupted. 
She  writes  to  say  that  about  a  month  ago  she  had  severe 
pains,  lasting  about  one  week.  She  lias  not  noticed  any 
w^orms  in  her  motions. 

Both  cases  present  certain  features  in  common.  In  each 
case  the  patient  was  an  adult  woman  in  whom  there  had  been 
no  previous  signs  of  thread-worms.  In  each  case  subjective 
signs  Avere  more  marked  than  the  objective — that  is  to  say, 
that  though  tenderness  and  hypertesthesia  Avere  Avell  marked, 
there  Avas  no  abdominal  distension,  no  rigidity,  no  tumour. 
In  both  cases  also  the  convalescence  was  interrupted  by 
attacks  characterised  by  elevation  of  temperature  and  pulse- 
rate  and  headache.  Compared  Avith  ordinary  cases  of  appen- 
dicitis, these  tAvo  cases  present  certain  unusual  symptoms. 

Onset. — The  only  point  of  difference  Avith  regard  to  the 
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onset  is  that  in  the  first  case  a  temperature  of  103^  F.  occurred 
on  the  first  day  and  a  rigor  occurred  on  the  second  day.  As 
far  as  my  experience  goes  a  temperature  of  103°  F.  on  the  day 
of  onset  is  nnusual,  and  the  occurrence  of  a  rigor  at  an  early 
stage  in  appendicitis  is  quite  a  raritj'. 

Symptoms. — The  most  striking  symptom  was  the  degree 
of  hyperjesthesia  in  both  cases,  [n  the  first  case  the  tender- 
ness was  limited  to  the  right  side,  but  extended  far  back  into 
the  right  loin.  In  the  second  case  tenderness  was  complained 
of  in  both  iliac  fossfB,  worse  on  the  left  side,  but  the  most 
acute  tenderness  was  felt  on  vaginal  examination,  especially 
iu  the  left  fornix.  Indeed,  so  much  pain  was  caused  that  a 
thorough  bimanual  examination  of  the  uterine  appendages 
was  impossible. 

The  general  condition  of  both  patients  Avas  also  misleading*. 
The  first  patient  was  apparently  seriously  ill,  the  temperature 
approaching  104°  F.  with  a  weak  pulse  of  116.  In  fact,  the 
case  resembled  one  of  those  severe  gangrenous  appendix 
cases  without  marked  physical  signs  such  as  one  sees  occasion- 
ally in  children.  The  second  patient,  though  not  apparently 
so  seriously  ill,  was  in  great  pain,  with  a  pulse-rate  of  118, 
and  as  this  condition  had  lasted  for  twenty-four  hours  and 
Avas  increasing  in  severity,  it  was  looked  upon  as  an  indica- 
tion for  immediate  laparotomy.  In  the  second  case  there 
was  a  history  of  abdominal  pain  occurring  one  year  before 
and  lasting  for  three  Aveeks,  but  whether  this  was  appendi- 
cular or  not  it  is,  of  coiirse,  impossible  to  say. 

Signs  Avere  practically  absent  in  both  cases.  There  was 
no  abdominal  distension,  no  rigidity  of  the  abdominal  Avail, 
no  interference  Avith  the  respiratory  movements,  and  no 
tumour.  In  the  first  case  an  area  of  dulness  Avas  found  under 
the  right  rectus  at  the  level  of  the  umbilicus,  but  this  had  no 
relation  to  the  position  of  the  appendix.  Had  one  met  Avith 
this  hyperassthesia  Avith  absence  of  physical  signs  in  a  child, 
especially  if  associated,  as  in  the  first  case,  with  a  tempera- 
ture of  104°  F.,  I  think  one  AA-ould  have  suspected  that  the 
case  was  one  of  pneumonia  with  referred  abdominal  pain,  but 
repeated  examinations  of  the  chest  failed  to  find  any  pul- 
monary complications.  The  occurrence  in  both  cases  during 
couA'alescence  of  a  sudden  rise  of  temperature  Avith  headache 
is  curious.  It  may,  of  course,  haA'e  been  merely  a  coincidence 
resulting  fi'om  a  sudden  chill  or  a  slight  attack  of  influenza, 
or  it  may  conceivably  haA'e  resulted  from  the  irritation  of 
thread-worms  in  the  ca?cum  or  colon,  though  no  more  Avere 
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seen  during  the  patient's  stay  in  hospital  or  since.  Tlie  after- 
history  of  these  two  cases  is  unimportant  except  that  the 
second  patient  has  had  an  attack  of  abdominal  pain  since 
leaving  hospital  which  histed  one  week. 

The  question  as  to  whether  intestinal  parasites  do  or  do 
not  cause  appendicitis  has  given  rise  to  very  different 
opinions.  On  the  one  hand  Dr.  G.  F.  Still,  in  the  Practitioner, 
February,  1905,  quotes  Heller  as  saying  that  there  is  no 
evidence  that  thread-worms  give  rise  to  appendicitis  ;  on  the 
other  there  are  a  definite  number  of  published  cases  in 
which  thread-worms  have  been  found  in  diseased  appendices. 
Metchnikoff  in  the  Bullet  in  de  VAcademie  de  Medicin,  March  12, 
1901,  p.  301,  Avrites  on  "Worms  as  a  Cause  of  Appendicitis"; 
von  Moty  in  the  Echo  Medical  du  Nord,  1902,  p.  217,  goes  so 
far  as  to  say  that  oxyurisand  trichocephalus  give  rise  to  chronic 
appendicitis,  while  ascarides  give  rise  to  gangrenous  appen- 
dicitis. There  is  no  doubt  that  thread-worms  may  exist  in 
the  appendix  without  giving  rise  to  symptoms.  Dr.  Still 
{British  Medical  Journal,  1899,  vol.  1,  p.  848)  reports  that  in 
200  necropsies  on  children  under  twelve  he  found  the  oxyuris  in 
the  appendix  twenty-five  times  and  in  six  instances  they  were 
found  in  the  appendix  alone.  In  only  one  apparently  were 
there  any  signs.  This  was  the  case  of  a  boy  «t.  9, 
who  died  of  pericarditis  and  in  Avhose  appendix  111  worms 
were  found.  He  had  complained  of  pain  in  the  appendix 
region  without  tenderness. 

I  have  been  able  to  find  only  a  few  reported  cases  where 
thread-worms  have  been  found  in  an  appendix  removed  during 
life  for  the  cure  of  appendicitis,  and  unfortunately,  in  only  a 
few  of  those  are  any  details  of  the  symptoms  given.  All  seem  to 
be  cases  of  relapsing  appendicitis.  Frazier  ( University  Medical 
Magazine,  1900,  vol.  xiii,  p.  65)  reported  a  case  of  a  female  a?t. 
2,  in  whom  there  had  been  a  five  months'  history  of  appen- 
dicitis. Thread-worms  were  found  in  the  appendix  without 
ulceration.  In  the  discussion  which  followed  Dr.  H.  D.  Beyea 
gave  details  of  a  case  of  a  married  woman  a?t.  22,  Avho 
had  suffered  for  two  and  a  half  years,  since  the  birth  of 
a  child,  Avith  backache,  headache,  and  nervousness.  Six 
weeks  before  operation  she  had  severe  pain,  lasting  for  one 
week,  in  the  appendix  region.  Three  weeks  before  opera- 
tion a  "  convulsion "  occurred,  followed  b}^  others  of  an 
hysterical  type.  There  was  extreme  tenderness  but  no 
tumour.  A  single  oxyuris  was  found  in  the  inner  third  of 
the  appendix  without  hypersemia.     Erdmann  reported  in  the 
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New  York  Medical  Journal,  March  19,  1902,  four  cases  con- 
taining between  six  and  thirty  thread-worms.  He  gives  no 
account  of  the  sjanptoms.  In  Pediatrics,  May  15, 1900,  p.  411, 
there  is  a  report  of  a  case  occurring  in  a  boy  tet.  8, 
but  no  details  are  given.  Guinard  {Traite  de  Chirurgie.  Le 
Dentxt  et  Dtlhef,  toni.  vii,  p.  476)  reports  a  case  of  thread-worms 
giving  rise  to  symptoms  which  occurred  in  Routier's  practice. 
A  case  is  reported  by  Professor  Begouin  {Gazette  Hehdomadaire 
des  Sciences  J\L-dicale-i  de  Bordeaux,  July  27,  1902)  of  a 
woman  a3t.  24,  who  had  had  for  four  or  five  years 
attacks  of  right  iliac  pain,  occurring  at  long  intervals  and 
lasting  three  or  four*davs.  There  was  a  slio^ht  tender 
tumefaction  the  size  of  an  almond  at  McBurney's  point.  The 
appendix  Avas  slightly  turgid ;  fifteen  thread-worms  Avere 
found,  with  four  small  ulcerations. 

In  the  Intercolonial  Medical  Journal  of  Australasia,  com- 
mented on  by  the  Lancet,  1902,  vol.  i,  p.  539,  Mr.  R.  Hamilton 
Russell  reports  the  case  of  a  boy  in  whom  the  chief  symptom  was 
severe  pains.  Some  correspondence  followed  in  the  Lancet, 
1902,  vol.  ii,  p.  58,  and  a  case  was  reported  by  Mr.  Bolton 
Carter,  Lancet,  July  2,  1902,  as  having  occurred  at  the 
Leicester  Infirmary  ;  the  patient  was  a  boy.  In  September 
1902,  ]Mr.  Jonathan  Hutchinson,  junr.,  reported  a  case  in  the 
Lancet,  1902,  vol.  ii,  p.  837,  of  a  j-oung  woman  operated  upon 
for  relapsing  appendicitis  in  whose  appendix  many  live  thread- 
worms were  found.  Morkovitine  in  the  Russky  Vratch, 
February  28,  1904,  reports  a  case  of  a  man  set.  22, 
in    whose  appendix    twelve   live    thread-worms  were  found. 

This  makes  a  total,  with  my  two  cases,  of  15,  of  which 
6  were  females,  all,  with  one  exception,  young  adults,  4 
wei'e  males,  all  except  one  boys,  and  in  5  cases  the  sex  was 
not  stated.  In  the  few  cases  where  symptoms  are  given 
severe  pain  and  tenderness  without  local  signs  seem  the  rule 
and  in  only  one  case  was  there  any  ulceration  of  the  appendix. 
While  it  is  certain  that  thread-worms  may  exist  in  the  appen- 
dix Avithout  giving  rise  to  recognisable  signs,  it  seems  that  Ave 
must  believe  either  that  thread-Avorms  may  cause  appen- 
dicitis or  that  the  presence  of  the  parasites  is  a  pure 
coincidence.  The  latter  theory  is,  I  think,  untenable  in  vicAV 
of  the  fact  that  the  symptoms  in  these  cases  are  much  more 
seA-ere  than  the  lesions  found  Avould  Avarrant,  and  I  prefer  to 
belieA'e  that  thread-Avorms  may  cause  appendicitis,  and  that 
the  attack  is  characterised  by  exaggeration  of  symptoms  and 
absence  of  physical  signs. 
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XX. — A  Case  of  Appendi.v  Abscess  vith  Frofase 
Hemorrhages ;  Becoverij.  Bj  John  D.  MALCor.M, 
F.R.C.S.     Bead  Fehnmrn  23,  1006. 

'^rHE  subject  of  the  following  liistory  wiis  an  unmarried 
J-  woman,  get.  o6,  who  had  a  long-  record  of  indefinite 
discomfort,  rather  than  pain,  in  the  appendix  region.  The 
symptoms  Avere  always  attributed  to  indigestion,  and  were 
for  the  most  part  made  light  of.  In  the  summer  of  1905, 
Avhen  it  was  noted  that  the  patient  was  particularly  well,  she 
was  suddenly  seized  with  severe  abdominal  pain.  The 
temperature  rose,  and  after  three  days  was  102*8°  F.,  the 
pulse  being  about  100  at  this  time.  The  temperature  then 
fell  very  gradually  during  six  days  to  101 'G^  F. 

I  saw  the  patient  in  consultation  on  the  ninth  day  of  the 
ilhiess.  She  had  then  a  tender  swelling  in  the  region  of  the 
vermiform  appendix,  with  impaired  resonance  on  firm  per- 
cussion to  the  inner  side  of  the  right  anterior  superior 
iliac  spine,  but  there  was  no  complete  dulness.  The  pulse 
was  from  80  to  90,  the  general  condition  was  good,  the 
abdomen  was  not  distended,  and  the  bowels  were  easily 
evacuated  by  laxatives.  1  agreed  with  the  diagnosis  alread}" 
made,  that  pus  had  formed  around  the  vermiform  appendix, 
and  it  Avas  decided  that  an  immediate  operation  for  its  evacu- 
ation should  be  undertaken.  At  noon  I  cut  down  upon  the 
parts  by  an  incision  parallel  to  and  about  three  quarters  of 
an  inch  from  the  outer  portion  of  Poupart's  ligament. 
Although  I  separated  the  peritoneum  deeply  from  its  attach- 
ments and  prolonged  the  incision  towards  the  loin,  I  did  not 
seem  to  get  in  touch  with  an  abscess  Avail.  The  parts  Avere 
everyAvhere  soft,  as  if  adherent  boAvel  interA^ened  between  my 
fingers  in  the  Avound  and  the  pus  Avhich  I  belicA'ed  to  be 
])resent.  To  make  certain  of  the  relations,  I  opened  the 
abdominal  cavity  in  the  middle  line  and  found  that  the  head 
of  the  caecum  Avas  CA'eryAvhere  surrounded  by  adhesions. 
Behind  and  rather  to  its  inner  side  I  made  out  a  A'^ery  soft 
fluctuating  swelling  about  the  size  of  a  tennis-ball  between  a 
finger  in  the  peritoneal  cavity  and  one  in  my  first  Avound. 
By  pushing  the  Cfccum  further  forAvards   and   iuAvards  I  AA\as 
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able  to  insert  a  pair  of  forceps  tlirougli  the  lateral  incision 
into  an  abscess  behind  the  bowel  and  to  evacuate  four  or  five 
ounces  of  exceedingly  foul,  thin,  and  rather  dark-coloured 
pus.  As  the  appendix  Avas  not  at  once  felt,  no  search  was 
made.  The  cavity  Avas  washed  out  with  weak  iodine  and 
Avater  solution,  rubber  tubes  with  a  lumen  of  about  half  an 
inch  in  diameter  and  also  a  small  sized  one  were  put  in.  The 
posterior  part  of  the  wound  was  closed  by  sutures.  The 
median  incision  was  sewn  up  also,  it  gave  no  trouble  at  any 
time,  and  although  the  bowels  required  laxatives  andenemata 
there  was  never  an}^  caase  for  anxiety  in  connection  with  the 
))eritoneum. 

The  patient's  condition  Avas  satisfactory  for  three  dnjs, 
the  temperature  falling  gradually,  but  the  discharge  con- 
tinued to  be  very  offensiA'e.  In  the  early  morning  of  the 
third  day,  after  sleeping  oif  and  on  for  nearly  four  hours,  the 
patient  felt  something  liquid  running  over  her  side,  and,  on 
examination,  the  dressings  Avere  found  to  be  soaked  Avith 
fresh  blood.  In  a  short  time  the  temperature  dropped  a 
degree  to  99'4°  F.,  and  on  changing  the  dressings  it  Avas 
obvious  that  there  had  been  a  verA^  considerable  hasmorrhage. 
Although  the  discharge  AA-as  still  foul  the  blood  appeared 
quite  healthy,  and  by  means  of  a  pair  of  forceps  a  complete 
cast  of  the  smaller  tube  Avas  withdraAvn.  Blood  then  Avelled 
up  freely  through  this  tube  with  a  distinctly  pulsating  action, 
but  it  gradually  ceased  to  flow.  The  i-egion  to  the  inside  of 
the  Avound  Avas  firnd}-  padded,  and  the  syringing  AA'ith  weak 
antiseptic  solution,  Avhich  had  been  perfomned  tAvice  daily, 
Avas  stopped.  An  oozing  of  dark  blood  continued,  but 
the  patient  seemed  fairly  Avell.  The  temperature  rose  to 
101-4°  F.,  and  then  gradually  fell  until  the  sixth  day,  Avhen 
there  Avas  another  hfemorrhage,  so  free  that  the  patient 
fainted  and  became  cold,  her  condition  for  a  little  AAdiile  being- 
very  alarming.  Strychnia  and  ergotin  Avere  injected  before 
I  arrived,  and  the  condition  of  collapse  Avas  quickly  recoA'ered 
from. 

The  part  of  the  side  Avound  Avhich  had  been  seAA'n  up 
appeared  to  heal  Avell  until  the  fourth  day,  Avhen  some  of  the 
stitch-holes  Avere  red  and  inflamed  and  the  sutures  which 
liad  caused  the  most  irritation  Avere  then  taken  out.  After 
the  second  hasmorrhage  it  Avas  obvious  that  blood  had  been 
forced  along  the  deep  layers  of  the  incision,  and  that  all 
the  scar-tissue  Avas  breaking  down,  AAdiilst  some  of  the  suture- 
holes  were  suppurating.     It  Avas  also  obvious  that  an  attempt 
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must  be  made  to  tiiul  and  to  tie  the  bleeding-  point.  Before 
reopening  the  wound  it  was  thought  desirable  that  a  con- 
sultation should  be  held  and  Mr.  Clutton  saw  the  patient.  He 
agreed  that  the  wound  should  be  opened  up,  and  it  was 
conjectured  that  a  sloughing  appendix  might  be  found  in  the 
abscess  cavity  and  that  the  luemorrhage  arose  from  some 
vessel  in  its  mesentery.  On  the  seventh  day  I  reopened  the 
lateral  wound  and  made  a  larger  communication  between  the 
abscess  cavity  and  the  superficial  parts  by  tearing  the 
peritoneum  freely.  The  deep  cavity  was  distended  by  blood, 
and  although  there  was  still  a  very  foul  odour  from  the 
discharge,  the  clot  was  so  firm  that  nnn-e  than  once  I  thought 
1  might  be  pulling  out  the  sloughed  appendix.  AVhen  ;dl 
the  clot  was  cleared  away,  however,  no  appendix  was 
discovered.  It  was  impossible  to  see  the  abscess  Avails, 
but  some  jn-oiruding  tissues  on  their  inner  surface  were 
removed  and  these  were  obviously  appendices  epii)loicai. 
My  knowledge  of  the  position  of  adhesions,  obtained  by 
having  had  my  fingers  in  the  peritoneal  cavity  at  the  first 
operation,  enabled  me  to  make  a  thorough  exploration  Avith 
safety.  There  was  no  fi-esh  iiEemorrhage  and  no  bleeding 
point  was  discovered.  On  the  raAv  surface  made  by  my 
incision  there  Avere  several  black,  Avell-defined  sloughs,  of 
small  size,  not  more  than  about  one  third  of  an  inch  in  length 
and  not  extending  deeply.  The  Avound  Avas  lightly  packed 
with  gauze,  and  from  this  time  con\'alescence  Avas  steadily 
progressiA^e.  In  three  days  the  discharge  was  not  offensive, 
but  there  Avere  still  some  sloughs  to  separate.  When  these 
came  aAA^ay  union  by  granulation  was  A'ery  rjipid.  For  a 
considerable  time  after  the  second  operation  there  Avas  a 
discharge  of  mucus,  Avhich  must  have  come  from  the  remains 
of  the  appendix,  but  the  parts  healed  completely  and  the 
patient  Avas  able  to  leaA^e  London,  Avitli  a  practically  closed 
Avound,  just  OA^er  seven  weeks  from  the  date  of  the  second 
operation.  Six  Aveeks  later  the  incision  was  firmly  healed 
and  the  scar  AA'as  almost  linear.  The  patient  complained  of  a 
slight  tenderness  oA'er  the  caecal  region,  which  might  haA'e 
been  due  to  the  condition  of  the  appendix  or  possibly  to  the 
presence  of  adhesions.  From  the  fact  that  the  wound  healed 
rapidly  although  there  Avas  a  free  discharge  of  mucus,  it 
seemed  certain  that  the  communication  betAveen  the  appendix 
caA'ity  and  the  ceecnm  Avas  fairly  free,  Avhilstthe  flaccid  condi- 
tion of  the  abscess  at  the  date  of  operation  also  faA'oured  the 
vieAv  that  a  partial   discharge  Avas  taking  place  through  the 
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appendix  at  tliat  time.  Its  proximal  part,  and  possibly  the 
Avliole  of  the  appendix,  Avould  tlierefore  seem  to  be  still  in  the 
body.  The  most  recent  account  of  this  patient  is  that  she 
has  not  suffered  any  pain,  whilst  the  general  health  and 
the  powers  of  digestion  ;ire  improving-. 

Hasmorrhage  in  connection  Avith  appendicitis  is  a  rare 
complication,  which  may,  however,  occur  in  various  ways. 

Dr.  Kelly  and  Dr.  Hurdon  "^  quote  a  case  of  fatal  haemor- 
rhage from  the  epigastric  arter}'  wdiich  had  been  clamped, 
but  not  ligatui'ed,  in  a  child,  and  another  in  which  six  days 
after  the  resection  of  an  appendix  which  was  in  a  quiescent 
condition  the  patient  passed  an  enormous  quantity  of  blood. 
per  rectum  and  vomited,  between  oOO  and  400  c.c.  of  blood 
mixed  with  the  contents  of  the  stomach.  "The  patient 
recovered  with  no  more  serious  disturbance  than  the  great 
fright."  The  haemorrhage  in  this  case  was  attributed  by  the 
operator  to  the  slipping  of  a  ligature. 

The  same  authors,  in  describing  the  "  symptoms  of  acute 
appendicitis,"  said  that  "  Haematemesis  has  been  described. 
by  Treves,  by  Dieulafo}^,  and  by  ]\latheson  and  others,  and  is 
attributed  generally  to  a  toxic  degeneration  of  the  gastric 
mucous  membrane,  with  erosion  of  small  blood-vessels."  t 
They  also  stated  that  "in  a  few  instances  the  erosion  of  a 
large  blood-vessel  occurring  during  the  course  of  an 
appendicitis  or  as  a  post-operative  complication  has  led.  to  a 
fatal  termination.  Osier  {Montreal  Hosp.  Gaz.,  188U) 
mentions  an  instance  of  fatal  haemorrhage  into  the  intestine, 
Matheson  {loc.  cit.)  a  fatal  haematemesis,  and  Lendet  {Arch. 
Gen.  de  Med.,  vol.  civ,  p.  140)  a  case  of  haemorrhage  into  the 
arachnoid  space.  The  symptoms  are  those  commonly  pro- 
duced by  internal  haemorrhage,  and  as  a  rule  positive  evidence 
is  found  in  the  passage  of  blood  by  the  n}outli  or  by  the 
rectum."  % 

Mr.  AV.  H.  Battle  and  Mr.  E.  M.  Corner  described  haemor- 
rhage from  the  bowel  in  these  cases  as  usually  arising  either 
near  the  site  of  the  appendix  or  at  the  hepatic  flexure  of  the 
colon.  In  the  former  situation  they  attributed  the  bleeding 
to  causes  arising  within  the  bowel  and  in  the  latter  to  mischief 
coming  from  outside  it.  They  said,  however,  that  the  connec- 
tion between  the  appendix  mischief  and  the  haemorrhage  Avas 

*  The  Vermiform  Appendix  and  its  Diseases,  by  Dr.  Howard  A.  Kelly  and 
Dr.  E.  Hurdon,  p.  662. 
t  Loc.  cit.,  p.  391. 
+  Loc.  cit.,  p.  404. 
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not  cleai\  *     Three   of  the  following  cases  are  mentioned  by 
these  authors. 

Dr.  Charles  B.  Box  and  Mr.  Cathbert  S.  AVallace  have 
published  a  case  of  "appendicitis  with  profuse  hajniorrhage 
closely  resembling  typhoid  fever."  t  After  the  patient  had 
been  ill  for  sixteen  days  there  was  a  discharge  of  bright  red 
blood  from  the  bowel  to  the  extent  of  half  a  pint.  A  similar 
discharge  recurred  twice,  and  on  each  occasion  the  bright 
blood  was  follow^ed  by  some  darker  material.  Death  followed 
on  the  twenty-first  day.  An  abscess  round  the  appendix  was 
found  at  the  autopsy,  with  a  secondary  focus  of  suppuration 
in  front  of  the  right  kidney  and  commraiicating  with  the 
adjacent  colon. 

A  case  resembling  mine,  but  in  which  the  haemorrhage 
Avas  a  less  urgent  svmptom,  was  published  by  Mr.  Langton 
and  Sir  Dyce  Duckworth,  j  A.  boy,  a3t.  16,  had  an 
appendix  abscess  opened  six  days  after  his  illness  began,  two 
thirds  of  the  appendix  being  found  gangrenoiTS  and  the  pus 
being  veiy  foetid.  The  appendix  with  a  concretion  was 
removed  and  the  parts  were  drained.  On  the  eighth  day 
after  the  appendix  abscess  was  opened  the  patient  complained 
of  some  pain  and  at  the  next  dressing  a  large  clot  Avas  found 
over  the  wound.  The  patient  recovered  and  the  haemorrhage 
did  not  recur,  although  a  secondary  intra-peritoneal  abscess 
formed  on  the  left  side  of  the  abdomen  and  had  to  be 
CA'acuated  and  drained. 

A  much  more  seA'ere  case,  as  regards  the  haemorrhage,  has 
been  recorded  by  Mr.  F.  Ramsay  of  Tasmania.  The  patient's 
age  Avas  ten  years,  and  about  a  month  after  the  first  symptoms 
occurred  between  three  and  four  ounces  of  pus  Avere  evacuated 
from  an  appendix  abscess  and  the  caA'ity  Avas  drained  by 
means  of  gauze  and  a  rubber  tube.  On  the  ninth  and  on  the 
eleventh  days  after  the  operation  there  Avei-e  severe  haemor- 
rhages, andthe bleeding  Avas  not  stopped  until  the  external  iliac 
artery  was  tied  from  the  inside  of  the  peritoneal  sac  and  its 
distal  end  from  inside  the  abscess,  there  being*  a  large  opening 
in  this  A-esseL     The  patient  recovered.  § 

Another,  a  fatal  case,  Avas  put  on  record  by  Dr.  John 
O'Connor  of  Buenos  Ayres.     A  middle-aged  man  avIio  refused 

*  Diseases  of  the  Vermiform  Appendix  and  their  Surgical  Complications,  by 
Mr.  W.  H.  Battle  and  Mr.  E.  M.  Corner,  p.  177. 
t  The  Lancet,  vol.  i ,  1903,  p.  loS8. 
X  Med.Chir.  Trans.,  vol.  Ixxii,  p.  433. 
§  The  Lancet,   vol.  i,  1903,  p.  1590. 
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to  be  operated  upon  liad  liis  ciecal  region  poulticed  for  .six 
weeks.  Xo  discharg-e  took  place,  and  the  medical  attendant 
was  then  allowed  to  make  "  a  little  cut  just  big  enough  to  len 
out  the  matter."  Toxic  symptoms  rapidly  disappeared  and 
the  purulent  discharge  had  almost  ceased  after  ten  days. 
The  patient  then  felt  his  side  wet,  the  dressings  were  found 
to  be  saturated  with  blood,  and  he  "  rapidly  succumbed." 
There  was  no  j^ost-Diortem  examination."^ 

There  can  be  little  doubt  that  in  the  last  three  cases  and 
in  my  own  case  the  haemorrhage  Avas  exactly  comparable  to 
that  which  we  read  about  as  "  secondary  haemorrhage,"  and 
Avhich  was  rpiite  common  before  the  days  of  antiseptics,  being 
due  to  sloughing  of  the  wall  of  some  vessel. 

In  those  pre-antiseptic  days  the  infection  was  frequently 
carried  from  case  to  case  on  the  hands  or  instruments  of  the 
surgeon  or  by  his  assistants,  and  it  would  appear  that  some- 
times the  atmosphere  was  so  full  of  microbes  that  wounds 
became  infected  by  exposure  aloue  at  the  time  of  the  operation 
or  of  the  dressings. 

But  by  modern  methods  of  surg-ery  this  complication  is 
almost  unknown.  My  practice  is  to  have  all  the  instruments 
and  swabs  sterilised  by  heat,  and  I  am  careful  that  the 
instruments  are  quite  clean  before  they  are  sterilised,  a  point 
which  I  think  is  not  always  sufficiently  insisted  upon,  but 
which  is  of  great  importance,  for  even  small  particles  of  blood- 
clot  or  tissue  of  any  kind  may  remain  infective  in  spite  of 
much  heating.  My  hands,  after  the  nails  have  been  made 
as  smooth  and  clean  as  possible  by  means  of  a  penknife,  are 
washed  in  a  liberal  quantity  of  methylated  spirit,  soap  and 
water,  a  nail-brush,  sterilised  by  heat  and  new  for  choice, 
being  vigorously  used.  When  the  hands  are  as  clean  as  I 
can  make  them  they  are  thoroughly  soaked  in  1  in  1000 
corrosive  sublimate  solution  and  again  scrubbed  in  this  with 
a  nail-brush.  The  patient's  skin  is  treated  in  a  similar  way, 
turpentine  being  also  used,  and,  when  thei"e  is  time,  it  should 
be  prepared  the  night  before  the  operation,  a  compress  soaked 
in  1  in  40  carbolic  acid  solution  being  applied  and  kept  moist 
by  some  impervious  material.  A  second  thoi'ough  cleansing, 
as  if  the  first  had  not  been  carried  out,  is  desirable  shortly 
before  the  operation.  It  is,  of  course,  remembered  that  some 
skins  are  more  delicate  than  others ;  some  surgeons,  for 
instance,  find  that  1  in  1000  corrosive  sublimate  solution  makes 
the  hands  rough  and  harsh. 

*  The  Lancet,  vol.  ii,  1902,  p.  428. 
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During  dressings  I  am  always  careful  not  to  expose  the 
parts  unnecessarily,  as  I  believe  that  contamination  by  infec- 
tion from  the  air  is  a  possibility.  Therefore  an  open  wound, 
as  soon  as  it  is  exposed,  is  covered  by  a  sterilised  swab  wrung 
out  of  a  weak  antiseptic  solution — 1  in  60  carbolic  or  1  in 
3000  corrosive  sublimate. 

I  state  these  details  because  the  fact  that  in  all  the  cases 
of  secondary  ha3morrhage  above  referred  to  tlie  bleeding 
took  place  after  the  wounds  had  been  repeatedly  dressed — 
that  is,  from  three  to  eleven  days  after  the  abscesses  Avere 
opened — might  be  considered  to  point  to  infection  from  with- 
out as  the  cause  of  mischief.  This  view  would  be  strengthened 
by  the  fact  that  in  two  of  the  cases  I  have  quoted  a  month 
and  six  weeks  elapsed  between  the  onset  of  symptoms  and 
the  evacuation  of  pus,  whilst  in  the  other  and  in  my  own  case 
there  were  respectively  six  and  nine  days,  during  the  greater 
part  of  which  suppuration  had  probably  existed  without 
causing  hsemorrhage.  Moreover,  in  the  original  accounts  of 
the  cases  c^uoted,  so  far  as  I  have  seen  them,  I  have  not  found 
it  definitely  stated  in  any  that  bleeding  before  an  abscess  was 
opened  took  place  f  i-om  within  the  abscess  cavity. 

The  evidence  that  infection  came  from  without  would  be 
of  great  importance  if  any  ordinai-y,  easily  accessible  infective 
organism  could  be  held  responsible  for  the  mischief.  But 
this  was  evidently  not  the  case.  There  can  be  little  doubt 
that  the  haemorrhage  depended  on  some  peculiar  micro- 
oro-anism  or  on  some  particularly  virulent  effect  of  one  of  the 
common  forms  of  micro-organism.  The  precautions  detailed 
having  been  taken,  and  the  source  of  infection  from  within 
Ijeino-  so  obvious,  it  may,  I  think,  be  regarded  as  certain  that 
the  particular  micro-organism  which  caused  the  sloughing  of 
tissue  in  the  case  under  discussion  developed  in  the  abscess 
by  infection  from  the  colon.  Hence,  as  in  the  pre-antiseptic 
days,  it  would  appear  that  we  may  still,  in  connection  with  an 
appendix  abscess,  have  a  development  of  some  "  germ " 
which  gives  rise  to  a  local  gangrene.  It  is  exceedingly 
fortunate  that  this  complication  is  a  rare  one. 

It  would  seem  that  various  pathogenic  organisms  may  be 
found  in  the  bowel,  and  may  become  the  dominant  factor 
controlling  the  phenomena  which  follow  the  development  of 
an  appendix  abscess. 

This  accounts  for  the  variety  of  consequences  which  may 
be  observed.  In  one  case  a  simple  abscess  forms,  apparently 
with  no  tendency  to  spread  except  by  distension,  and  rapid 
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healing  follows  if  the  pus  finds  vent  either  by  rupture  on  to 
a  surface  or  by  incision.  In  another  case  there  are  hardly 
any  defining  walls  to  the  abscess,  and  these  are  rapidly 
pushed  away  and  replaced  by  others  so  that  an  indefinite 
extension  of  the  pus  cavity  amongst  the  intestines  takes  place. 
In  a  third  the  abscess,  whether  localised  or  not,  gives  rise  to 
secondary  foci  of  suppuration,  either  in  the  immediate 
neighbourhood  of  the  appendix,  at  some  other  part  of  the 
abdominal  cavity,  in  the  pleura,  or  elsewhere  ;  and  again,  a 
sloughing  effect,  with  or  without  haemorrhage,  niay  be 
produced. 

Until  I  met  with  the  case  recorded  above,  I  thoug-ht  that 
a  strictly  localised,  and  especially  a  flaccid,  abscess  might  be 
safely  drained  by  means  of  tubes.  It  would  appear,  however, 
that  the  medical  man  and  his  patient  are  really  to  a  great 
extent  at  the  mercy  of  the  dominant  germ  of  each  particular 
case  ;  for,  except  perhaps  in  instances  of  colic  of  the  appendix, 
and  in  some  other  rare  conditions,  certain  cases  of  cancer,  for 
example,  septic  complications  always  arise  before  professional 
aid  is  sought  on  account  of  disease  of  this  part.  The 
surgeon,  in  deciding  the  treatment  to  be  adopted,  should 
therefore  take  into  consideration  that  one  of  the  more  unusual 
micro-organisms  may  possibl}'  be  present  and  effective  for 
mischief.  It  would  be  well  to  provide  for  such  a  contingency, 
and  apparently  it  w©uld  be  Avise,  as  I  understand  is  already 
the  practice  of  some  surgeons,  not  to  use  any  sutures  for  the 
external  wound  in  evacuating  appendix  abscesses,  but  to  open 
the  deeper  parts  as  widely  as  is  consistent  with  safety  in  other 
ways,  and  always  to  pack  the  cavity  with  gauze.  It  is  still 
possible,  however,  that  hemorrhage  may  arise  under  any 
method  of  treatment,  and  Mr.  F.  Eamsay^s  case  above 
referred  to  was,  in  fact,  drained  by  means  of  gauze  and  a 
rubber  tube. 

A  defective  power  of  clotting  in  the  blood  is  sometimes 
put  forward  as  a  cause  of  hfemorrhage,  and  I  would  therefore 
again  remark  on  the  healthy,  firm  clots  that  were  formed  in 
my  case. 

It  is  to  be  regretted  that  a  bacteriological  investigation 
of  the  discharges  was  not  made,  but  perhaps  some  member  of 
this  Society  may  be  able  to  name  the  organism  which  appears 
to  grow  in  the  cascum,  which  does  not  interfere  with  blood 
coagulation,  which  causes  small  black  patches  when  enclosed 
between  the  raw  surfaces  of  a  wound  after  being  exposed  to 
the  air  and  to  weak  antiseptic  lotions,  which  may  destroy  the 
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walls  of  a  vessel  and  induce  severe  hajuiorrliages  whilst  the 
exposed  parts  of  the  Avound  are  to  all  appearances  healthy, 
Avliich  shows  no  tendency  to  induce  secondary-  foci  of  suppura- 
tion, and  which  appears  to  grow  freely  when  an  abscess 
cavity  is  not  fully  drained,  but  ceases  to  be  harmful  if  the 
wound  is  opened  up  thoroughly  and  packed  with  gauze. 
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XXI. — A  Xote  upon  the  Belatloii  of  Traumatic 
Diabetes  Insipidus  to  Ghjcosuria.  By  Herbert 
Frexch,  M.D.,  and  C.  B.  Ticeeubst,  B.A.  EeAul 
March  9,  1906. 

THE  following  is  an  addition  to  the  histoiy  of  that  case 
which  was  published  in  Vol.  LVII  of  the  Guy's  Hospital 
Reports,  under  the  title  "  A  Research  upon  the  Metabolism  of 
a  Patient  suffering  from  Diabetes  Insipidus,  following  upon 
Fracture  of  the  Skull." 

The  notes  of  the  case  at  the  time  of  the  last  publication  are 
briefly  as  follows  :  William  T.,  £et.  44,  was  in  jDerfect  health 
up  to  June,  1901.  He  then  met  with  a  bicycle  accident, 
fracturing  his  basisphenoid.  He  was  unconscious  for  fourteen 
days,  cerebro-spinal  fluid  dripping  from  his  nose.  He 
recovered  and  became  active  and  able  to  resume  work,  but 
suffered  from  bilateral  temporal  hemianopia,  slight  strabismus, 
polydipsia,  and  polyuria,  all  attributable  to  his  head  inpny. 

His  condition  was  typical  of  diabetes  insipidus.  He  was 
under  close  observation  from  September  12  to  October  15, 
1901,  during  which  time  all  his  food  and  drink  were  strictly 
measui'ed  and  analysed,  as  Avere  also  his  urine  and  fasces.  He 
passed,  upon  the  average,  7500  c.c.  of  urine  daily,  of  speciflc 
gravity  1004.  He  drank  fluid  proportionately.  The  urine 
Avas  daily  examined  for  sugar,  but  on  no  occasion  could  any 
be  found. 

Not  only  did  the  man  not  pass  sugar  in  his  urine  when  he 
was  taking  ordinary  diet,  but  he  could  not  be  made  to  pass 
sugar  when  his  carbohydrate  diet  was  abnormally  in- 
creased. Upon  different  occasions  he  Avas  given  excess  of 
lactose,  of  grape-sugar,  of  cane-sugar,  and  of  starch.  His 
daily  consumption  was  pushed  until  he  was  taking  over  700 
grams  of  dry  carbohydrate  in  addition  to  the  ordinary  amount 
of  proteid  and  of  fat,  yet  no  sugar  appeared  in  his  urine  at 
that  time.  His  diabetes  insipidus  seemed  then  to  be  quite 
free  from  any  tendency  to  glycosui-ia. 

The  history  of  the  case  subsequent  to  the  metabolic 
research  carried  out  in  1901  is  interesting  in  that  the  patient 
has  now  spontaneously  developed  a  glycosuria  Avhich  at  that 
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time  could  not  be  dietetically  produced.  During  1902  and 
1903  the  man  remained  actively  at  work  as  an  insurance  agent, 
suffering  from  no  inconvenience  except  his  impairment  of  sight 
and  his  continued  polydij^sia  and  polyuria.  He  ate  "svell,  and 
maintained  his  vigour  and  weight,  hi  September^  1904,  his 
medical  attendant  detected  a  small  amount  of  sugar  in  his 
urine  for  the  first  time — three  years  and  four  months  after  his 
fractured  base  and  the  onset  of  diabetes  insipidus.  Notwith- 
standing treatment  the  glycosuria  persisted.  The  man  did 
not  suffer  any  change  of  symptoms,  and  did  not  lose  weight, 
nor  relinquish  his  work.  In  February,  1905,  he  came  into 
Guy's  Hospital  again,  under  the  care  of  Dr.  Beddard  (Medical 
Report,  No.  124).  In  his  general  condition  he  was  much  the 
same  as  upon  his  discharge  in  1901.  His  Aveight  had  not 
altered,  he  had  the  same  slight  strabismus,  the  same  bilateral 
hemianopia,  the  same  polydipsia.  His  heart,  lungs,  abdominal 
organs,  and  general  nervous  system  seemed  perfectly  healthy. 
The  condition  of  his  urine  is  the  main  point  of  interest. 
Whilst  upon  ordinary  diet  analyses  showed : 
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The  sugar  was  estimated  by  Pavy's  method,  and  was 
shown  to  be  glucose  both  by  the  fermentation  test  and  by 
the  formation  of  phenylglucosazone  crystals. 

The  patient  was  then  put  upon  the  strictest  diabetic  diet, 
and  the  urine  analyses  for  a  week  upwards  Avere  as  follows  : 
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Thus  the  sugar  fell  to  one  quartei-  of  what  it  was  upon 
ordinary  diet;  but  the  man  who  in  1901  could  not  be  made 
to  pass  sugar  in  his  urine  when  he  had  carbohydrate  pushed 
to  nearly  double  what  an  ordinary  man  takes  in  1905  failed 
to  assimilate  properly  the  minimal  amount  that  a  strict 
diabetic  diet  contains.  The  restricted  diet  was  carefully 
continued  for  a  much  longer  period^  but  sugar  was  persist- 
ently present  in  the  urine. 

It  is  not  within  the  province  of  the  present  note  to  discuss 
whether  or  not  there  be  a  fundamental  distinction  between 
"  alimentary  glycosuria  "  and  "  true  diabetes  mellitus."  The 
difference  may  be  one  of  degree  only.  It  is,  however, 
recognised  that  some  cases  of  glycosuria  are  simpler  than 
others,  and  that  in  the  simpler  cases  there  is  usually  no 
diacetic  acid  or  acetone  in  the  urine,  whilst  the  glycosuria 
disappears  when  the  carbohydrate  food  is  strictly  limited. 
It  was  thought  that  the  present  case  was  possibly  a  simple 
alimentary  glycosuria,  and  that  strict  dieting  would  cause  a 
disappearance  of  the  sug-ar  from  the  urine.  We  were  a  little 
surprised  that  this  did  not  turn  out  to  be  the  case.  We  lay 
no  stress  upon  the  occurrence  of  acetonuria,  because  it  has 
been  found  that  a  perfectly  sound  man  will  pass  acetone  in 
his  urine  if  all  the  carbohydrate  be  eliminated  from  his  food. 
Our  patient's  urine  was  by  no  means  typical  of  diabetes 
mellitus ;  diacetic  acid  was  never  found ;  the  specific  gravit\^ 
was  low.  Nevertheless  the  fact  that  the  sugar  did  not 
disappear  entirely  upon  careful  dieting  would  seem  to  show 
that    the  condition  was  not  "simple''  nor  purely  "alimen- 
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tary,"    tliongh   the  patient    niaintamed    his  weight    and  felt 
quite  fit  for  work. 

Brouardel  and  Eichai'diere  (1)  have  written  an  exhaustive 
paper  upon  the  relation  of  injury  to  diabetes  mellitus,  from 
a  medico-legal  point  of  view.  They  could  find  only  thirty- 
three  cases  in  which  injury  could  be  put  down  as  a  factor  in 
the  causation  of  glycosuria.  The  injuries  in  their  cases 
were  by  no  means  always  to  the  head.  Of  their  33  collected 
cases : 

17  wei*e  secondary  to  head  injuries. 

5      .,  „  ii^jury  to  the  spine. 

11      „  ,,  ii^j'ii'y  to  various  parts  of  the  body. 

In  regard  to  the  time  after  the  injury  at  which  glycosuria 
Avas  discovered  : 
In  8  cases  thei'e  was  glycosuria  within  2  days  of  the  injury. 

4-  7 

„  5     „  „  „  „        3  to  6  weeks  of  injury. 

„  3     „  „  „        2  months 


9 


o 


„  1     „  „  „  .  "        "^  ^°  ^  months     „ 

„  9  the  intervals  were  longer  still  up  to  4  years  of  injui-y. 

The_y  give  examples  of  every  degree  of  glycosuria 
secondary  to  injury.  In  some  the  condition  was  temporary, 
rapidly  getting  well  by  itself;  in  others  careful  treatment 
was  required,  but  cure  resulted ;  in  others,  again,  the  glyco- 
suria persisted  in  spite  of  treatment  but  the  condition  seemed 
to  be  stationary,  and  did  not  seriously  affect  the  patient ; 
finally,  there  were  those  bad  cases  which  ran  the  ordinary 
course  of  rapid  diabetes  mellitus  with  a  fatal  ending.  Xever- 
theless  they  lay  stress  upon  the  rarity  with  which  diabetes 
can  be  attributed  to  injury.  Griesinger  (4)  holds  the  same 
view  after  analysing  225  cases,  amongst  whom  he  found  only 
20  in  which  trauma  could  by  any  possibility  be  put  down  as  a 
cause.  Senator  (6),  having  collected  1090  cases  of  diabetes 
mellitus,  could  find  but  11  cases,  or  1  per  cent.,  in  which  he 
could  definitely  attribute  the  condition  to  any  injuiy. 

The  question  of  the  relation  of  head  injuiy  to  diabetes 
mellitus  has  been  discussed  in  a  previous  paper  (2)  in  which, 
and  in  a  paper  by  Futcher  (3)  references  to  the  literature  are 
given.  The  conclusions  drawn  are,  that  head  injury  rarely 
causes  either  form  of  diabetes,  but  that  diabetes  insipidus  is 
attributable  to  injmy  rather  less  infrequently  than  is  diabetes 
mellitus. 

The    majoi'ity    of   cases    of    diabetes    insipidus  are   not 
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associated  with  glycosuria.  Some  Guy^s  Hospital  cases  have 
had  diabetes  insipidus  for  many  years  without  becoming 
seriously  ill,  and  without  developing  glycosuria.  When,  how- 
ever, it  is  so  well  established  that  Claud  Bernard's  puncture 
of  the  fourth  ventricle  leads  to  glycosuria,  and  when  it  is 
recognised  that  injuries  and  tumours  of  the  base  of  the  brain 
certainly  may  be  a  cause  of  polyuria,  it  is  contrary  to  expec- 
tation that  a  head  injury  which  is  followed  by  persistent 
diabetes  insipidus  should  not  also  lead  to  glycosuria.  Never- 
theless, we  have  been  able  to  find  only  one  case  in  the  litera- 
ture which  exactly  resembled  our  own.  This  is  recorded  by 
Brouardel  (1).  A  man,  £et.  45,  met  with  a  railway  accident 
on  July  18,  1884.  He  Avas  generally  concussed,  but  did  not 
lose  consciousness.  Twelve  days  later,  on  July  30,  1884,  it 
was  noticed  that  his  urine  was  "  very  much  increased " 
in  quantity,  and  that  no  sugar  was  present.  He  recovered, 
but  continued  to  suffer  from  polyuria  and  excessive  thirst. 
He  was  again  examined  on  December  24,  1884,  when  the 
polyuria  with  absence  of  sugar  was  confirmed.  The  same 
condition  persisted  through  the  greater  part  of  the  next  year, 
but  on  November  30,  1885,  sixteen  and  a  half  months  after 
the  accident,  he  was  found  to  be  passing  sugar  to  the  extent 
of  47  grams  per  litre.  The  specific  gravity  of  his  urine  was 
1082,  and  the  daily  quantity  "  large."  There  is  no  mention 
of  diacetic  acid  or  of  acetone  having  been  tested  for.  The 
man's  general  health  was  good,  and  his  condition  appears  to 
liave  been  very  similar  to  that  of  the  present  patient.  In  both 
cases  polyuria  immediately  folloAved  a  severe  accident  affect- 
ing the  brain ;  in  both  the  polyuria  persisted  ;  in  both  there 
was  absence  of  sugar  for  a  long  Avhile  after  the  accident ;  in 
both  sugar  ultimately  appeared  in  the  urine,  in  Brouardel's 
case  1^  years,  in  our  case  8j  years,  after  the  injury.  In 
both  cases  the  general  health  was  excellent,  notwithstanding* 
accident,  polyuria,  and  glycosuria. 

In  our  search  for  other  similar  cases  we  have  come  across 
one  which  is  almost  the  converse.  Kaemnitz  (5)  records  it.  A 
woman,  set.  17,  met  with  an  accident  in  which  her  head  became 
severely  compressed  among-  the  Avheels  of  some  machinery. 
She  Avas  comatose,  and  the  same  day  passed  500  c.c,  of  clear, 
non-albuminous  iirine,  free  f I'om  sugar.  Six  days  later,  being- 
then  conscious  again,  she  complained  of  great  thirst,  and 
passed  much  pale  urine,  of  specific  gravity  1023,  and  con- 
taining 1  per  100  of  sugar.  Two  weeks  later  the  urine  had  a 
specific  gravity  of  1029,  and  there  were  2"3  parts  of  sugar 
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per  100.  For  one  montli  the  urine  continued  much  the  same, 
then  the  sugar  began  slowly  to  diminish.  At  the  fourth 
mouth  from  the  injury  there  was  no  sugar  in  the  urine,  but 
the  patient  passed  from  4000  c.c.  to  6000  c.c.  daily,  of  specific 
gravity  1005.  The  polyuria  persisted.  Sugar  did  not  recur. 
The  condition  seems  to  have  been  one  of  traumatic  polyuria 
and  glycosuria,  which  passed  on  to  one  of  simple  diabetes 
insipidus. 

In  our  previous  paper  we  drew  the  conclusion  that  the 
head  injury  wdiich  had  caused  diabetes  insipidus  in  our 
patient  had  in  no  way  diminished  his  power  of  metabolising 
carbohydrate.  It  is  true  that  this  was  the  case  at  that  time, 
but  it  seems  important  to  record  the  fact  that  in  the  course 
of  a  few  years  a  complete  change  occurred  in  this  respect. 
The  patient  in  the  early  stage  of  his  traumatic  diabetes 
insipidus  had  been  able  to  assimilate  enormous  amounts  of 
starch,  glucose,  lactose,  and  cane-sugar,  but  after  three  and 
a  third  years  ceased  to  be  able  to  metabolise  properly  even 
quite  small  quantities. 

A  year  later  the  glycosuria  hnd  as  spontaneously  ceased, 
the  patient's  weight  had  increased  one  stone,  the  polyuria  and 
polydipsia  persisted  unchanged.  The  patient  was  shown 
personally  to  the  Society  on  March  9,  1906. 

Our  best  thanks  are  due  to  Dr.  Hale  White,  under  whose 
care,  at  Guy's  Hospital,  the  patient  was  and  is,  and  who  has 
given  us  every  facility  in  our  observations. 
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XXII. — ^1  Case  of  Fost-Tranmatic  HaimorrUage  from 
the  Superior  Longitudinal  Sinus  'without  Fracture  of 
the  Skull;  Operation  and  Recovery.  By  E. 
Farquhar  Buzzard,  M.D.,  and  Joseph  Cunning, 
F.R.O.S.     Read  March  9,  1 906. 

ON  April  \,  1905;  a  niaii,  a3t.  25,  slipped  and  fell  on  the 
back  of  his  head,  inflicting'  a  small  scalp  Avouiid,  which 
was  dressed  a  few  days  later  in  the  casualty  room  of  the 
Royal  Free  Hospital.  On  the  14th  he  came  to  the  hospital 
again,  complaining  of  constant  and  increasing  headache  since 
the  accident,  and  was  seen  as  a  medical  out-patient.  The 
scalp  wound  was  clean  and  perfectly  healed,  aud  palpation 
of  the  skull  revealed  no  lump,  depression,  or  other  abnormality. 
The  headache  was  general,  not  limited  to  one  side  or  any 
particular  locality,  and  was  not  associated  with  any  cranial 
tenderness.  Examination  of  the  function  of  the  cranial  nerves 
failed  to  show  any  alteration  from  the  normal ;  the  pupils 
were  equal  and  active;  there  was  no  ocular  palsy,  nystagmus, 
hemianopsia,  or  optic  neui-itis.  The  power  in  all  the  limbs 
was  unimpaired  and  co-ordination  was  well  preserved.  No 
disorder  of  sensation  could  be  elicited  anywhere  on  testing. 
It  was  noted,  however,  that  the  abdominal  reflex  on  the  left 
side  was  absent,  that  the  left  knee-jerk  was  more  brisk  than 
the  right,  and  that  an  extensor  response  was  obtained  on 
stimulating  the  sole  of  the  left  foot.  A  tentative  diagnosis 
of  intra-cranial  abscess  Avas  made  and  the  patient  was  recom- 
mended for  admission  into  the  hospital.  He  did  not  come 
into  the  hospital  until  two  days  later,  and  in  the  meanwhile 
he  had  experienced  several  attacks  of  vomiting  and  had 
noticed  some  paresis  of  the  left  hand  and  the  left  leg. 

On  admission  his  state  had  altered  considerably.  He  was 
rather  drowsy  but  could  be  roused  ;  his  breath  was  ofl^ensive 
and  his  tongue  was  furred;  his  pulse  varied  between  60  and 
70  and  his  temperature  was  generally  subnormal.  The  head- 
ache was  very  intense,  radiating  from  the  back  of  the  head 
and  spreading  over  the  vertex,  more  especially  on  the  right 
side.  Vomiting  of  the  cerebral  type  took  place  at  intervals. 
The  urine  was  alkaline  and  gave  a  heavy  deposit  of  phos- 
phates but  contained  no  albumen.     There  was  now  distinct 
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hemiplegia  involving  the  lower  half  of  the  left  side  of  the 
face,  the  left  arm,  and  the  left  leg.  Sensation  was  impaired 
over  the  left  forearm  and  fingers  and  over  the  lower  part  of 
the  left  leg.  An  exaggerated  knee-jerk,  ankle-clonus,  and 
extensor  plantar  response  Avere  obtained  on  the  left  side  and 
the  left  abdominal  reflex  could  not  be  elicited.  There  was 
no  optic  neuritis.  On  the  18th  the  patient  was  much  more 
drowsy  and  examination  revealed  left  hemiplegia,  hemian- 
festhesia,  and  hemianopsia.  Still  there  Avas  no  optic  neuritis. 
An  exploratory  operation  was  decided  upon  and  was 
undertaken  at  6.30  p.m.  After  the  scalp  had  been  shaved 
and  cleansed,  the  upper  end  of  the  fissure  of  Rolando  Avas 
marked  by  a  small  nick  in  the  skin  at  a  point  half  an  inch 
behind  the  centre  of  a  line  joining  the  glabella  Avith  the 
external  occipital  protuberance.  A  large  flap  of  scalp  Avas 
turned  doAvn  and  the  greater  part  of  the  bone  coA-ering  the 
parietal  lobe  AA'as  exposed.  A  trephine  opening  one  inch  in 
diameter  was  made  at  a  spot  about  one  and  a  half  inches 
beloAV  the  mid-line  and  an  inch  behind  the  fissure  of  Rolando, 
and  this  opening  was  enlarged  Avitli  Hoffmann's  forceps.  The 
skull  was  at  least  a  third  of  an  inch  in  thickness  and  Avas  A^ery 
tough.  The  bulging  dura  mater  Avas  of  a  dark  purplish  colour, 
Avhich  Avas  found  by  incision  to  be  due  to  a  large  mass  of  blood- 
clot  lying  on  its  internal  surface.  A  considerable  part  of  this 
clot  Avas  brownish  in  hue  and  gaA'e  eA'idence  of  liaA'ing  been 
present  for  at  any  rate  some  days.  "With  the  possibilitA'  of  the 
source  of  the  haemorrhage  being  the  middle  meningeal  artery 
in  vieAv,  the  opening  in  the  skull  Avas  enlarged  in  a  doAvnAvard 
and  forAvard  direction,  but  during  a  pause  in  this  undertaking 
the  clot  Avas  removed  from  beneath  the  dura  mater  Avith  a  finger. 
Contrary  to  expectation,  the  fresh  ha?morrhage  Avhich  ensued 
came  from  the  direction  of  the  superior  longitudinal  fissure. 
The  skull  opening  Avas  accordingly  enlarged  upAvards  until 
the  superior  longitudinal  sinus  Avas  exposed  and  found  to  be 
l)leeding  freely  into  the  subdural  cavity.  The  dura  mater 
having  been  sjDlit  up  to  the  bleeding  point,  four  pairs  of 
Spencer  Wells  forceps  Avere  applied  and  gauze  AA-as  packed 
round  them.  The  latter  manipulations  were  necessarily 
hurried  oAAnng  to  the  condition  of  the  patient's  pulse,  Avhich 
had  become  increasingly  rapid  and  feeble  Avith  the  severe 
and  continuous  haemorrhage.  For  the  same  reason  no  exact 
A-ieAv  could  be  obtained  of  the  bleeding  point,  hence  the 
necessity  for  several  forceps  and  for  leaving  them  iu  .^{fu. 
While  the  dura  mater  and  the  scalp  Avere  being  stitched  an 
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assistant  infused  three  pints  of  warm  saline  solution  con- 
taining a  drachm  of  brandy  into  the  rio-lit  median  basilic 
vein.  On  the  following  morning  the  patient  was  conscious, 
but  he  complained  of  considerable  pain.  The  hemiplegia, 
hemianassthesia,  and  liemianopsia  were  still  marked,  and 
conjugate  deviation  of  the  eyes  to  the  left  was  impaired. 
The  pulse  was  8S,  and  the  temperature  between  99°  and 
100°  F. 

On  the  20th  the  forceps  and  plugging  were  removed  with- 
out any  recurrence  of  haemorrhage.  No  improvement  had 
taken  place  in  the  condition  of  the  left  limbs,  and  it  Avas 
noticed  that  the  patient  had  complete  loss  of  sense  of  position 
of  them.  On  the  22nd  improvement  in  the  hemiplegic  and 
hemiana?sthetic  condition  was  noted,  and  this  steadily  pro- 
gressed. Fourteen  days  after  the  operation  the  patient  was 
allowed  to  get  up,  and  a  fortnight  later  he  was  sent  to  a 
convalescent  home,  still  e^chibiting  slight  weakness  and 
elumsijiess  in  the  left  arm  and  hand.  Since  that  time  all  has 
gone  well,  and  his  recovery  has  been  complete. 

The  case  is  one  of  considerable  interest  for  several  reasons : 
(1)  The  occurrence  of  haemorrhage  from  the  superior  longitu- 
dinal sinus  without  fracture  of  the  skull  may  be  attributed 
to  the  tearing  away  of  a  tributary  vein  from  its  junction 
with  the  sinus  at  the  time  of  the  accident.  The  unusual 
thickness  of  the  skull  Avas  probably  a  causative  factor  by 
reason  of  its  deficient  elasticity.  (2)  The  slew  development 
of  the  symptoms  may  be  explained  by  the  fact  that  the 
haemorrhage  was  a  venous  one,  taking  place  from  a  small 
point  and  against  the  normal  intracranial  pressure  nntil  the 
skull  was  opened  at  the  time  of  operation,  when  the  bleeding 
rapidlj'  assumed  alarming  proportions.  (3)  The  long  period, 
four  days,  which  elapsed  between  the  operation  and  the 
improvement  in  the  hemiplegic  state  Avas  probably  due  partly 
to  the  interference  in  the  functions  of  the  cortex  caused  by 
the  preceding  compression  and  partly  to  an  extensiA^e  oedema 
of  the  brain-substance,  resulting  from  the  relief  of  pressure 
and  from  the  extremely  anaemic  condition  of  the  patient.  (4) 
The  diagnosis  of  cerebral  abscess  Avas  one  which  appeared  to 
be  best  justified  and  one  Avhich  Avould  probably  be  made  in 
any  similar  case  in  spite  of  the  fact  that  optic  neuritis  Avas 
not  present.  A  gradually  progressive  hemiplegia  associated 
Avith  hemian^esthesia  and  hemianopsia,  and  nnaccompanied 
by  anything  in  the  nature  of  convulsions,  pointed  strongly  to 
the  presence  of  a  deep  abscess  exerting  pressure  upon  the 
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optic  radiations  and  internal  capsnle.  Tlie  absence  of  con- 
vulsions must  be  attributed  to  the  very  slow  accumulation  of 
blood  upon  the  surface  of  the  brain  in  contrast  to  the  more 
rapid  haemorrhage  which  obtains  in  cases  of  arterial  rupture. 
(5)  Lastly,  the  importance  of  a  careful  examination  of  the 
nervous  system  in  a  patient  complaining  of  nothing  but  a 
headache  following  a  slight  injury  to  the  head,  and  the 
absolute  reliance  which  can  be  placed  upon  the  discovery  of 
an  extensor  plantar  response  and  of  the  absence  of  the 
abdominal  reflex  on  one  side  as  evidence  of  an  organic  lesion, 
are  well  emphasised  in  the  history  of  this  patient. 

Although  we  have  searched  the  medical  and  surgical 
literature  of  the  subject,  we  have  been  unsuccessful  in  tracing 
any  similar  case  of  ha?morrhage  from  the  superior  longi- 
tudinal sinus  without  fracture  of  the  skull. 


Case  of  Dilatation  of  the  Stomach.  127 


XXIII. — An  UnusudlCase  of  Dilatation  of  the  Stomach 
foUoioing  Hour-glass  Contraction.  By  John  Evan 
Spicee,  M.B.,  introduced  by  Peeoy  Kidd,  M.D. 
Bead  March  9,  1906. 

PHCEBE  B.,  a  general  servant,  set.  37.  According  to  the 
history  given  by  the  patient  she  had  suffered  from 
"  indigestion "  more  or  less  continuously  for  twenty  years, 
that  is  to  say  since  she  was  about  sixteen  years  of  age. 

She  was  frequently  under  treatment,  and  on  several 
occasions  was  told  that  she  was  suffering  from  "gastric 
ulcer." 

In  the  year  1890,  after  a  period  of  extra  severe  pain  in 
the  abdomen,  she  vomited  up  a  large  quantity  of  dark  red 
blood.  She  was  treated  at  home  by  her  private  doctor  and 
quickly  improved.  But  the  dyspepsia  recurred  after  a  brief 
interval  and  continued  with  varying  degrees  of  severity  until 
three  years  later,  when  she  had  her  second  attack  of  lijema- 
temesis.  She  was  again  treated  at  home,  but  quickly 
relapsed,  and  eight  months  afterwards  (on  October  20,  1893) 
she  was  admitted  to  St.  Thomas's  Hospital. 

The  hospital  records  state  that  she  was  suffering  from  very 
severe  pain  in  the  chest  and  abdomen  of  some  months'  dura- 
tion. This  pain  was  invariably  provoked  by  taking  food, 
and  lasted  for  about  an  hour,  there  being  at  the  same  time  a 
feeling  of  disteusion  in  the  stomach,  but  no  vomiting. 
Hiematemesis  did  not  occur  while  patient  was  under  observa- 
tion. Gastric  ulcer  was  suspected.  With  rest,  careful  diet, 
and  bismuth  a  rapid  improvement  took  place.  But  relajDse 
after  relapse  followed.  Four  or  five  years  ago  a  third 
hfematemesis  occurred. 

In  September,  1905,  the  patient  attended  at  the  London 
Hospital  Out-Patient  Department.  At  that  time  she  was 
suffering  from  epigastric  pain  ensuing  immediately  after  food, 
and  from  vomiting  which  considerably  relieved  the  pain. 
The  abdomen  was  tender,  and  splashing  could  easily  be 
obtained.  Again  the  condition  improved  under  treatment, 
and  the  patient  remained  practically  well  until  February,  1906. 

On  the  evening  of  February  12,  1906,  after  going  to  bed, 
the  patient    was  suddenly  seized  with  a  severe  pain  in  the 
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epigastrium  and  across  the  back.  It  seems  to  have  borne  no 
relation  to  food,  but  was  followed  in  a  few  hours  by  vomiting, 
the  vomit  being-  green.     There  was  no  Inematemesis. 

For  four  days  the  pain  and  vomiting-  recurred  at  intervals 
before  the  patient  presented  herself  for  treatment  at  the 
London  Hospital.  She  Avalked  up  to  the  hospital  and  did 
not  look  very  ill,  but  she  was  admitted  under  the  care  of  Dr. 
Percy  Kidd.  She  complained  of  but  little  pain,  her  tempera- 
ture Avas  normal,  her  pulse  108,  and  the  tongue  moist  and 
clean.  But  on  examination  of  the  abdomen  a  soft  fluctuating 
tumour  was  found  occupying  the  whole  central  region,  and 


Fig.  9. 


extending  almost  to  the  pelvis  on  the  right  of  the  middle  line. 
AVhen  the  patient  lay  on  her  back  the  abdomen  was  resonant 
all  over,  but  on  tuining  her  to  either  side  an  area  of  deep 
dulness  a])peared  towards  the  corresponding  flank  (see  Fig. 
9,  a,  h).  This  "shifting  dulness"  was  not  that  of  free  fluid  in 
peritoneum,  but  appeared  to  be  due  to  a  localised  and  more  or 
less  movable  fluid  swelling.  The  latter  certainly  did  not  arise 
from  the  pelvis  and  could  not  be  felt  j^t-r  rectum. 

A  fluid  thrill  and  definite  splashing  were  easily  obtained, 
while  at  times  during  examination  the  tumour  could  be  felt 
to  harden  up  under  the  hand,  as  though  a  peristaltic  wave 
were   passing  through    it.     On    auscultatory   percussion  the 
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stomach  note  appeared  to  extend  over  the  reg'ion  of  the 
tumour.  There  was  no  evidence  of  peritonitis.  Examination 
of  the  urine  showed  the  presence  of  a  trace  of  albumen,  but 
nothing  else  of  importance. 

The  liver  dulnesswas  quite  normal, the  spleen  not  enlarged, 
and  the  heart  and  lungs  sound. 

The  bowels  had  been  freely  opened  shortly  before 
admission  after  a  period  of  four  days'  constipation. 

A  ditio-nosis  of   dilatation  of  the  stomach  was  arrived  at. 
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Fia.  10. — Diagram  of  the  condition  fovind  'post  mortem. 

Very  little  pain  was  complained  of,  but  during  the  following- 
day  the  patient  vomited  three  or  four  times,  a  few  ounces 
only  at  a  time  and  of  a  greenish-yellow  colour.  There  was  no 
free  HCl  in  the  first  specimen  tested  audit  did  not  ferment  on 
standing.  In  the  evening  an  oesophageal  tube  was  passed  and 
the  contents  of  the  stomach  drawn  off.  Only  half  a  pint  of 
fluid  was  found  in  the  stomach  and  this  of  a  dark-green  colour 
resembling  spinach.     It  contained  free  HCl. 

The  stomach  was  washed  out  with    a   weak    solution    of 
sodium  bicarbonate  in  warm  water.     The  lavage  caused  no 
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]>ain  and  the  patient  said  she  felt  more  comfortable  after  it. 
But  it  had  no  effect  on  the  abdominal  tumour  either  in 
increasing  or  decreasing  its  size. 

A  fairly  good  night  followed  and  during  the  next  day 
there  was  no  vomiting  at  all  and  little  pain. 

Towards  evening,  however,  the  patient  grew  restless  and 
the  pain  worse,  and  in  the  middle  of  the  night  she  suddenly 
became  "  collapsed.'^ 

From  this  moment  the  pain  entirely  left  her,  the  tempera- 
ture fell,  the  pulse  became  rapid  and  feeble,  the  abdomen 
distended,  tender,  and  immobile,  and  the  symptoms  of  general 
peritonitis  set  in. 

Three  hours  later  the  patient  died. 

Post-mortem  examination. — On  opening  the  peritoneum 
gas  escaped.  The  peritoneal  cavity  contained  between  two 
and  three  pints  of  thick  green  fluid  resembling  liquid  spinach 
which  was  oozing  from  a  perforated  gastric  ulcer.  The 
stomach  (see  specimen)  was  found  to  be  "  hour-glass "  in 
shape.  The  proximal  cavity  (describing  the  conditions  from 
the  cardiac  opening  of  the  stomach  to  the  duodenum) 
was  much  the  smaller  and  contained  about  10  oz.  of  partly 
dio-ested  milk.  The  constriction  was  due  to  scarring;  around 
an  old  ulcer  situated  at  the  pyloric  end  of  the  stomach  close 
to  the  duodenal  opening  and  app-irently  on  the  anterior 
surface.  The  passage  admitted  one's  first  finger  only  up  to 
the  middle  joint.  The  ulcer  was  of  a  very  chronic  type  and 
lay  towards  the  distal  end  of  the  constricted  portion.  In  its 
centre  "svas  a  perforation,  in  size  rather  less  than  that  of  a 
threepenny-piece,  with  thick  rounded  edges.  It  had  been 
closed  over  by  a  thin  lip  of  the  left  lobe  of  the  liver.  The 
adhesions  between  the  two  had  only  recently  been  separated. 
An  irregular  cavity  bounded  by  old  adhesions  of  gastro- 
hepatic  omentum  to  the  under-surface  of  the  liver  was  found 
extending  up  under  the  liver  in  direct  communication  -svith 
the  ulcer,  and  at  its  extreme  apex,  wedged  in  under  the  liver, 
was  an  orange  pip.  The  distal  sac  was  much  larger  than  the 
proximal  and  contained  several  pints  of  thick  green  fluid  such 
as  was  found  in  the  peritoneal  cavity.  Its  axis  lay  roughh'  at 
right  angles  to  that  of  the  proximal  cavity,  with  the  perforation 
on  the  anterior  wall  of  the  connecting  passage.  The  opening 
into  the  duodenum  was  found  in  tlie  outer  wall  of  the  angle 
and  admitted  the  little  finger,  as  also  did  the  mouth  of  the 
distal  cavity.  There  was  a  slight  hypera?mia  only  of  the 
peritoneum. 
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XXIV. — A  Case  of  Associated  Congenital  Malformations^ 
including  Transjyosltion  of  Viscera.  By  A.  E. 
GrAREOD,  M.D.,  and  F.  Langmead,  M.D.  Read 
March  9,  1906. 

'^FHE  case  was  that  of  a  female  infant,  a^t.  9  months,  Avho  Avas 
J-  lidmitted  into  the  Hospital  for  Sick  Chiklren,  Great 
Ormond  Street,  in  June,  1905,  for  constipation  and  wasting. 
From  the  mother  we  gathered  that  the  child,  when  twenty-four 
hours  old,  had  been  operated  upon  for  an  imperforate  anus,  and 
that  since  then  she  had  never  thrived.  Various  foods  had  been 
tried,  but  nothingseemed  to  suit  her.  There  had  been  no  vomit- 
ing, no  diarrhoea,  and  no  fits.  There  was  nothing  more  striking 
in  the  ante-natal  history  than  that  the  mother  had  been 
in  poor  health  during  the  last  few  months  of  pregnancy. 
The  patient  was  the  fifth  of  five  children,  of  which  the  first 
was  stillborn.  Between  the  third  and  fourth  children  there 
had  been  a  miscarriage.  The  patient  was  born  at  full  term. 
There  was  no  blood  relationship  between  the  parents. 

On  examination  the  patient  was  found  to  be  a  badly  nour- 
ished, ill-developed  child  weighing  seven  and  a  h;ilf  pounds  and 
measuring  twenty-two  inches  in  length.  She  Avas  pale,  but 
showed  no  cyanosis  or  clubbing  of  the  fingers.  There  were 
many  features  about  her  characteristic  of  the  Mongolian  type 
of  idioc}-.  The  face  Avas  flat,  the  eyes  aslant,  and  the  tongue, 
Avhicli  Avas  A^ery  long  and  pointed,  Avas  continually  protruding- 
from  the  mouth.  The  nose  was  broad  and  stunted,  the 
hair  thiu,  short  and  Avig-like,  and  the  lips  thick.  The  epi- 
canthic  folds  Avere  aa'cII  marked.  The  little  fingers  shoAved 
to  a  slight  extent  the  incurving  described  by  Dr.  John 
Thomson.  An  important  deviation  from  the  strict  type  lay 
in  the  back  of  the  head,  AA'hich  AA'as  not  flat  as  usual,  but 
sloped  steadily  towards  the  occiput.  A  small  umbilical  hernia 
Avas  present.  About  the  anus  were  the  scars  of  the  preA'ious 
operation,  Avhich  had  provided  a  passage  into  the  rectum, 
easily  admitting  a  finger.  Inspection  of  the  chest  revealed 
pulsation  in  the  fifth  and  sixth  interspaces  just  to  the  right 
of  the  sternum,  and  further  examination  showed  the  maximum 
impulse  to  be  in  the  sixth  space,  half  an  inch  to  the  right  of 
that  bone.    A  systolic  murmur  Avas  heard,  bloAving  in  chai'acteiv 
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and  of  about  equal  intensity  at  the  normal  mitral  and  aortic 
areas,  and  behind  the  sternum.  It  was  also  distinctly  heard 
over  the  back.    No  thrill  was  felt.    The  cardiac  dulness  ended 


Fig.  11. — ShoAvintj  malposition  of  viscera,     a.  Heart,     b.  Liver, 
c.  Stomach,     d.  Cfficiim.     e.  Sigmoid  flexure. 

to  the  right  at  the  right  nipple  line,  to  the  left  at  the  mid- 
sternal  line,  whilst  above  it  appeared  to  end  normally.  On 
abdominal    examination  the  liver  was  easily  made  out  pro- 
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jecting  below  the  left  costal  margin.  The  spleen  could  not 
be  felt.  A  skiagram  plainly  showed  the  alteration  of  position 
of  the  liver  and  heart.  No  other  abnormality  could  be  made 
out.  The  child  had  an  acute  attack  of  diarrhoea,  wasted 
rapidly,  and  died  ten  days  after  admission. 

Post  mortem. — The  diagnosis  of  complete  transposition  of 
viscera,  associated  with  congenital  heart  disease,  which  had 
been  made  during  life,  was  verified.  The  heart  lay  with  its 
apex  over  to  the  right  of  the  chest,  with  its  right  ventricle 
as  usual  in  front,  but  with  its  apex  formed  by  the  left.  The 
relation  of  the  trunks  of  the  great  vessels  to  one  another  at 
their  origins  was  normal,  but  the  aorta  curved  so  as  to  descend 
to  the 'right  of  the  vertebral  column  instead  of  to  the  left. 
The  innominate  artery  was  to  the  left,  whilst  the  subclavian 
came  off  independently  on  the  right  side.  The  right  auricle 
and  ventricle  were  much  more  capacious  than  the  correspond- 
ing cavites  on  the  left  side,  but  the  walls  on  both  sides  were 
a  good  deal  thickened.  At  the  undefended  spot  was  a  per- 
foration just  large  enough  to  admit  a  probe,  which  was 
screened  over  by  the  septal  mitral  flap,  slightly  thickened  and 
puckered.  The  foramen  ovale  was  patent,  the  interauricular 
septum  being  only  represented  by  a  single  strand.  The 
ductus  arteriosus  admitted  a  knitting  needle.  Otherwise  the 
heart  Avas  normal. 

The  lungs  presented  only  two  lobes  on  each  side,  the 
upper  lobe  on  the  right  side  being  absent. 

The  right  lobe  of  the  liver,  with  the  gall-bladder,  was  on 
the  left  side  of  the  abdomen,  the  left  lobe,  which  Avas  some- 
what larger  than  usual,  lying  well  over  to  the  right.  Behind 
the  left  lobe  and  completely  hidden  from  view  was  the  spleen, 
a  small  organ,  little  larger  than  a  walnut.  The  stomach  was 
also  small  and  when  inflated  could  be  seen  below  the  left  lobe 
of  the  liver,  the  pylorus  being  about  in  the  mid-line.  The 
duodenum  ran  almost  directly  backwards,  ending  to  the  right 
of  the  vertebral  column  at  the  duodeno-jejunal  flexure.  In 
the  loop  of  the  duodenum  lay  the  head  of  the  pancreas,  its 
body  and  tail  being  directed  upwards  and  to  the  right  to 
reach  the  spleen.  The  cfecum  was  situated  just  to  the  left 
of  the  middle  of  the  abdomen,  its  blind  end  being  directed 
upwards  and  to  the  left  and  the  appendix  vermiformis  pi'o- 
jecting  from  it  across  the  mid-line  to  the  right.  The  colon 
first  ran  downwards  and  to  the  right,  then  bent  sharply 
upwards  to  the  left,  and  finally  descended  in  the  right  loin. 
The  loop  of  the  sigmoid  flexure  lay  to  the  left.  The  rectum 
VOL.  xxxix.  10 
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began  to  the  right  of  the  sacrum.  Xo  deficiency  of  convola- 
tions  or  other  change  coukl  be  made  out  in  the  brain.  Xo 
other  abnormality  Avas  found. 

RemarJis. — It  must  be  acknowledged  that  the  interest  which 
attaches  to  this  case  is  teratological  rather  than  clinical.  In 
it  we  find  associated  four  distinct  cong'enital  malformations, 
viz.  imperforate  anus,  a  congenital  heart  lesion,  complete 
transposition  of  viscera,  and  idiocy  of  the  Mongolian  variety. 
Of  these  the  two  first  are  definitely  malformations  b}'  arrest, 
none  of  them  are  malfoftnations  by  excess. 

The  association  of  congenital  heart  disease  with  other 
malformations  is  sufficiently  common,  and  it  is  worthy  of  note 
that  in  the  present  instance  the  murmur  was  clearly  due  to  the 
defect  of  the  auricular  septum.  In  some  instances  the 
cardiac  lesion  met  with  in  such  association  is  not  an  anomaly 
by  arrest,  but  is  one  of  those  wdiich  have  been  ascribed  with 
some  show  of  reason  to  the  occurrence  of  foetal  endocarditis — 
such,  for  example,  as  stenosis  of  the  pulmonary  orifice  due  to 
fusion  of  the  valve  Haps  into  a  cone.  It  may  be  that,  as 
Rokitansky  suggested,  a  primary  malformation  predisposes  to 
foetal  endocarditis,  for  there  is  certainly  evidence  to  show  that 
malformed  valves  have  some  special  liability  to  the  post-natal 
lesions  of  ulcerative  endocarditis. 

Transposition  of  viscera  is  not  infrequently  associated  Avith 
other  malformations  ;  and  in  a  paper  written  by  one  of  us, 
eleven  years  ago,  several  cases  were  quoted  from  the  literature 
in  which  transposition  was  accompanied  by  other  malformations 
in  addition  to  congenital  heart  lesions;  among  these  were 
examples  of  hare-lip,  absence  of  spleen,  and  that  commonest 
of  all  malformations,  multiple  spleen."^ 

In  conclusion,  this  case  affords  an  example  of  an  associa- 
tion of  a  quite  special  frequency,  viz.  that  of  congenital 
cardiac  lesions  with  the  form  of  idiocy  known  as  the  Mongol 
or  Mongoloid  variety. 

Attention  was  directed  to  this  association  by  One  of  us  in 
a  paper  read  before  the  Clinical  Society  in  1899,  and  the 
observation  has  been  confirmed  by  a  number  of  other 
observers.  It  is  in  the  out-patient  departments  of  children's 
hospitals  that  this  association  is  best  seen,  for  children  who 
exhibit  it  very  seldom  survive  the  first  year  or  two  of  life, 
and  in  asylums  it  is  seldom  observed  among  Mongolian  idiots 
who  have  passed  the  age  of  five  years.      Fennell,  however,t 

*  St.  Bartholomew's  Hospital  Reports,  vol.  xxx,  1894ij  p.  53. 
t  Lancet,  vol.  ii,  1903,  p.  1650. 
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records  three  instances  aiuoiio;  twentj-tliree  sucli  idiots  at 
Darenth.  Only  in  the  shape  of  the  back  of  its  skull  did  the 
infant  which  foi-ms  the  subject  of  this  paper  depart  from  the 
characteristic  Mongol  type,  but  we  are  inclined  to  think  that 
the  long-headed  sub-variety  is  a  distinct  and  not  very  rare 
one. 


136  Mr.  Arthur  E.  Barker's  paper  on 


XXV. — Treitz's  Hernia  conipUcating  Gastro-Entero- 
stomij.  By  Arthur  E.  Barker,  F.R.C.S.  Bead 
March  ^0,1906. 

THE  comparative  rarity  of  this  form  of  intra-abdominal 
hernia,  and  the  fact  that  it  was  encountered  in  an  opera- 
tion undertaken  in  the  hope  of  relieving  pyloric  stenosis  by 
_o-astro-enterostomy,  justify  a  short  description  of  it  as  far  as 
it  was  seen. 

Some  time  ago  I  was  called  to  a  great  distance  to 
operate  on  a  gentleman,  '^et.  56,  for  carcinoma  of  the  pylorus 
of  long  standing.  The  most  marked  symptom  was  intense 
irritability  of  the  stomach,  so  that  even  the  smallest  quantities 
of  iiuid  were  rejected  almost  at  once.  There  was  obscure 
resistance  over  the  pylorus;  otherwise  the  abdomen  appeared 
normal  to  palpation  and  inspection. 

On  opening  the  abdomen  by  a  median  incision  above  the 
navel,  the  pyloric  growth  was  easily  seen.  It  involved  all 
the  distal  end  of  the  stomach  and  infiltrated  the  greater 
curve.  On  raising  the  great  omentum,  which  was  loaded 
Avith  fat  in  two  large  thick  rolls,  the  transverse  colon  was 
found  far  less  mobile  than  usual.  The  stomach  also  could 
not  be  pulled  forward.  As  I  contemplated  a  retro-colic 
gastro-enterostomy  it  was  first  necessary  to  ascertain  whether 
the  infiltration  of  the  great  curvature  involved  the  posterior 
surface  of  the  organ.  This  could  only  be  made  out  by 
examination  through  the  gastro-colic  omentum  or  the  trans- 
verse meso-colon.  As  the  first  way  was  difficult  owing  to 
the  shortness  of  the  gastro-colic  omentum,  I  selected  the 
second ;  but  to  my  surprise  on  looking  at  the  meso-colon  I 
could  see  no  small  intestine,  and  the  inferior  leaf  of  the  meso- 
colon was  bulged  forwards,  starting  from  the  actual  colon. 
Enlarging  the  abdominal  incision  and  looking  into  each  side 
of  the  abdomen  and  down  towards  the  pelvis  while  the  walls 
were  pulled  forwards,  I  could  see  a  perfectly  normal  parietal 
peritoneum  and  the  small  intestine  covered  everywhere  by  a 
second  layer  of  serous  membrane — in  other  words,  that  all 
the  small  gut  was  included  in  a  retro-peritoneal  sac.  This 
was   opened    by  a  transverse    slit    for   about    three    inches, 
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two  and  a  half  inches  from  the  colon,  where  the  small  intes- 
tine in  a  perfectly  normal  condition  was  seen  and  the  usual 
spot  for  anastomosis  Avas  selected.  But  from  this  opening 
the  posterior  wall  of  the  stomach  was  felt  indurated  and 
immovable.  The  hand  passed  along-  its  anterior  surface  to 
the  left  felt  also  a  mass  which  appeared  to  unite  the  cardiac 


Fig.  12. — o.  Omentum,     h.  Descending  colon,     c.  Jimction  of  sigmoid  and 
rectvim.     d.  Anterior  wall  of  sac. 

end  with  the  ribs  and  splenic  flexure.  As  there  appeared 
therefore  to  be  no  place  on  the  posterior  surface  sound  enough 
for  a  junction  with  the  jejunum,  and  as  the  anterior  surface 
was  doubtfully  sound  also,  and  as  moreover  a  loop  of  the 
small  intestine  would  have  to  be  drawn  through  the  slip  in 
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tlie  lieniial  sac  if  an  anterior  gastro-enterostomy  were  to  be 
done,  I  gave  up  the  thought  of  any  anastomosis  and  closed 
the  slit  in  the  sac  by  continuous  suture  and  then  the 
abdomen. 

The  appearance  of  the  parts  on  opening  the  abdomen  was 
usually  that  depicted  in  Fig.  12,  which  is  the  illustration  of 
Treitz's  fifth  case  given  in  Jonnesco's  monograph  on  the 
subject. 

In  this  particular  case,  owing  to  the  extent  of  the  can- 
cerous infiltration,  it  is  evident  that  no  effectual  gastro-ente- 
rostomy would  have  been  possible.  But  it  was  also  clear  that 
in  a  similar  case  with  carcinoma  limited  to  the  pylorus  such  a 
hernia  would  have  seriously  complicated  the  operation.  In 
the  first  place,  as  the  hernia  had  separated  the  two  leaves  of 
the  transverse  and  descending  meso-colon,  the  large  gut  was 
thereby  fixed  and  could  not  be  thrown  up  so  as  to  get  at 
the  posterior  surface  of  the  stomach.  Two  courses  would 
then  be  open  to  the  operator — either  to  do  an  anterior  gastro- 
enterostomy through  a  large  slit  in  the  sac,  risking  a  con- 
striction in  the  slit,  or  to  pass  the  hand  down  to  the  caecum 
and  withdraw  all  the  small  intestine  before  making  the 
posterior  or  anterior  anastomosis  with  the  risk  of  a  return 
of  the  hernia  to  the  sac  unless  the  opening  of  the  fossa 
duodeno-jejunalis  were  stitched  up,  a  very  difficult  proceeding. 
On  the  whole,  however,  I  think  that  the  latter  would  be  the 
best  course  to  take.  I  am  confirmed  in  this  opinion  by  a 
careful  perusal  of  Jonnesco's  admirable  monograph  on  retro- 
peritoneal hernias,  for  the  opportunity  of  perusal  of  which  I 
am  indebted  to  my  colleague  Professor  Thane.  In  it  there 
is  a  complete  collection  of  all  recorded  cases,  copiously  and 
Avell  illustrated.  The  variety  met  with  in  the  above  case 
appears  to  be  the  most  common.  But  in  reading  Treitz's 
cases,  eight  in  number,  one  cannot  but  reflect  that  at  any 
time  one  may  be  confronted  by  a  condition  seriously  compli- 
cating an  otherwise  very  difficult  operation.  Personally  I 
have  only  met  with  the  condition  twice  (one  being  a  doubtful 
case)  in  a  large  number  of  abdominal  sections.  The  first  was 
strangulated,  the  second  (the  present  case)  not  strangulated, 
but  none  the  less  embarrassing  on  that  account  in  this  par- 
ticular instance.  The  more  frequent  exploration  of  the 
abdomen  ncwadaj'S  will  probably  bring  more  of  these  cases 
to  the  front,  but  every  surgeon  will  hope  that  it  may  not  be 
his  lot  to  meet  Avith  the  condition  in  the  course  of  a  gastro- 
enterostomy. 
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XXVI. — A  Case  of  liujlct  Duodenal  Hernia  in  wMcJl  the 
Hernia  icas  reduced  hut  Death  followed  in  seven  Daj/s, 
due  apparenthi  to  Gut  re-eutennr/  the  Sac.  By  E. 
Pekcy  Patox,'M.S.,  F.R.C.S.    Read  March  30, 1906. 

BP.,  a  female  infant  a?t.  3  months,  was  admitted,  into 
•  Westminster  Hospital  under  my  care  on  September  2, 
1904.  The  child,  was  sent  up  to  the  hospital  by  Dr.  ZS^orman, 
of  Brixton,  with  a  history  of  only  a  few  hours'  duration  of 
vomiting  and  apparently  abdominal  pain.  There  had  been  no 
definite  passage  of  blood  and  mucus  j^tr  unum,  and  a  definite 
swelling  had.  been  felt  in  the  abdomen. 

On  examination  innnediately  after  admission  the  infant 
was  found  to  be  somewhat  collapsed,  but  not  very  markedly 
so ;  there  were  no  physical  signs  of  importance  apart  from  the 
abdomen,  which  was  full,  but  not  distended,  and  seemed 
somewhat  tender  to  the  touch.  Xo  definite  tumour  could  be 
felt,  though  there  Avas  a  suspicious  fulness  in  the  hypogastric 
region.  Rectal  examination  revealed  nothing  abnormal.  Dr. 
Norman  had  diagnosed  the  case  as  one  of  early  intussuscep- 
tion ;  and  as  the  symptoms  were  in  agreement  with  this  view 
and  the  child  was  clearly  suffering  from  some  acute  intra- 
abdominal trouble,  with  some  obstruction,  it  was  decided  to 
open  the  abdomen  to  clear  the  matter  up.  This  was  done  at 
once,  a  small  opening  being  made  in  the  linea  alba  imme- 
diately below  the  umbilicus.  A  loop  of  gut  was  at  once 
encountered  which  passed  from  left  to  right,  under  what  was 
at  the  time  taken  to  be  a  band  extending  from  the  region  of 
the  transverse  colon  to  the  right  side  of  the  pelvis.  The  gut 
was  only  loosel}^  engaged  under  the  supposed  band,  and  with- 
out any  difficulty  about  a  couple  of  feet  or  possibly  more  of 
intestine  were  drawn  out  until  all  seemed  free.  It  was  now 
proposed  to  investigate  the  natui-e  of  the  band,  but  the 
general  condition  of  the  infant  made  it  necessary  to  complete 
the  operation  without  delay  and  as  the  "  band  "  was  broad  in 
character  and  it  seemed  impracticable  to  divide  it  with  safety 
as  its  connections  could  not  be  clearly  made  out,  the  abdomen 
was  closed  at  once  without  further  investigation. 

The  general  condition  of  the  child  was  immediately 
greatly  improved,  and  in  two  days^  time  she  seemed  to  be 
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progressing  rapidly  towards  recovery.  This  condition  of 
matters  continued  till  the  sixth  day,  when  vomiting  returned, 
which  was  speedily  followed  by  profound  collapse,  and  the 
child  died  on  the  seventh  day  after  the  operation. 


Fig.  13. — a.  Liver,  b.  Colon,  c.  Appendix,  d.  Mesentery,  e.  Entrance 
into  sac.  f.  Margin  of  neck  of  sac  containing  termination  of  superior 
mesenteric  artery,  a.  Caecum,  h.  Small  intestine.  In  this  figure 
the  small  intestines  have  been  turned  over  to  the  right  side,  exposing 
the  left  side  of  the  mesentery. 

At  the  post  mortevi  nothing  abnormal  was  found  outside 
the  abdomen.  The  peritoneum  showed  no  signs  of  inflamma- 
tion. On  turning  the  small  intestines  over  to  the  left  side 
there  was  to  be  noticed  on  the  i-is'lit  side  of  the  mesenterv  a 


Mr.  E.  Percy  Paton's  Case  of  Right  Duodenal  Hernia.    141 

swellino'  about  the  size  of  a  tano-eriue  orange,  but  rather  more 
oval  in  outline  (Fig.  14).  This  swelling  clearly  lay  mostly  in  the 
root  of  the  mesentery  and  was  surrounded  above^  to  the  right, 
and  below,  by  the  transverse  and  ascending  colon  and  the 
cascum.  On  shifting  the  small  intestines  to  the  right  side  an 
aperture  at  once  became  visible  in  the  front  of  the  mesentery 
(Fig.  13).  This  opening  had  a  thin,  sickle-shaped  anterior 
border,  in  which  lay  the  superior  mesenteric  artery,  continuing 
on  to  its  ileo-colic  branch ;  its  posterior  boundary  Avas  formed 
by  the  peritoneum  covering  the  posterior  abdominal  wall.  The 
opening  thus  formed  would  easil}'  admit  two  fingers.  Tracing 
up  the  intestine  from  the  ileo-ca3cal  valve  at  a  spot  about 
eighteen  inches  from  the  duodenal  junction,  it  was  found  to 
disappear  through  the  opening  which  has  just  been  described, 
very  gentle  traction  upon  the  entering  loop  readily  disengaged 
it,  and  eighteen  inches  were  very  easily  drawn  out.  The 
loop  of  gut  thus  withdrawn  from  the  sac  was  not  distended 
nor  congested  nor  did  it  show  any  other  sign  of  strangulation. 
On  examination  of  the  interior  of  the  sac  its  posterior  Avall 
was  found  to  consist  mainly  of  the  peritoneum  lining  the 
posterior  abdominal  wall  on  the  right  side,  being  continuous 
at  the  aperture  with  the  peritoneum  lining  the  left  side  of  the 
posterior  abdominal  wall.  This  description,  however,  does 
not  completely  indicate  the  arrangement,  as  at  the  upper  part 
the  peritoneum  forming  the  sac  had  somewhat  encroached  on 
the  anterior  aspect  of  the  duodenum,  which,  therefore,  also 
formed  part  of  its  posterior  wall,  Avith,  of  course,  an  inter- 
vening layer  of  peritoneum.  There  seemed  to  be  also  some 
extra  adhesion  of  the  first  part  of  the  jejunum  to  the  posterior 
abdominal  wall,  as  has  been  described  b}-  Moynihan  to  occur 
in  some  similar  cases. 

The  sickle-shaped  edge  bounding  the  anterior  part 
of  the  mouth  of  the  sac  was  clearly  the  "band"  under 
Avhich  at  the  time  of  the  operation  it  Avas  supposed  that 
the  intestine  had  slipped,  and  although  all  the  intestine 
had  apparently  been  AvithdraAvn  from  the  sac  it  appears  to 
ha\'e  speedily  returned  again,  though  in  A'iew  of  the  fact  that 
it  showed  no  signs  of  being  strangulated  it  is  doubtful  Avhy 
this  should  have  giA'en  rise  to  the  scA'ere  symptoms  and 
ultimate  death  of  the  child. 

Right  duodenal  hernias  seem  to  be  very  rarely  met  with, 
and  Moynihan  in  his  monograph  on  retro-peritoneal  herniae 
was  only  able  to  collect  records  of  fourteen  cases.  The  con- 
dition appears  to  be  the  result  of  a  gradual  distension  of  the 
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fossa  of  Waldeyer,  a  depression  Avliicli  is  not  infrequently  found 
at  the  root  of  the  left  side  of  the  mesentery,  though  it  is  by  no 
means  constant.  The  most  characteristic  anatomical  feature 
of  this    variety   of  hernia  is  the   presence    of    the    superior 


YiG.  14. — Lettering  as  in  Fig.  13,  but  k,  sac.  In  this  figure  the  small 
intestines  have  been  turned  over  to  the  left  side,  exposing  the  right 
side  of  the  mesentery. 

mesenteric  artery  forming  the  anterior  boundary  of  its  neck. 
For  though  this  artery  does  not  normally  form  the  anterior 
boundary  of  the  fossa  of  AValdeyer,  when  this  fossa  is  dilated 
by  gut  the  mesentery  rapidly  gives  Avay  before  the  intestine 
distending  it,  until    the    resistant    artery  is  reached,  which 
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succeeds  in  preventing  any  further  enlarg-enicnt  of  the  open- 
ing, and,  therefore,  in  those  cases  which  become  strangulated 
it  is  the  main  cause  of  the  strangulation,  a  most  important 
point,  for  any  attempt  to  divide  the  constricting  band  would 
almost  inevitably  sever  this  artery,  with  cleaj-ly  the  most 
disastrous  results.  In  most  instances,  however,  if  the  con- 
dition has  been  recognised.it  does  not  seem  to  have  been  a 
very  difficult  task  to  disengage  the  bowel,  which  has,  how- 
ever, as  in  my  case,  shown  a  very  strong  tendency  to  return 
to  the  sac.  It  might  be  thought  that  this  recurrence  could 
be  prevented  with  success  by  suturing  the  neck  of  the  sac  ; 
but  though  I  am  not  aware  if  this  has  been  done  in  a  right 
duodenal  hernia,  attempts  of  a  similar  sort  in  other  retro- 
peritoneal hernije  do  not  seem  to  have  met  with  much 
success,  as  no  obliteration  of  the  sac  has  occurred,  and  the 
stitches  which  have  been  put  in  seem  soon  to  have  become 
loose  and  ceased  to  serve  the  ]nirpose  for  which  they  were 
intended. 
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XXVII. — Large    Ct/st    of    Common    Bile-Dncf.       By 
Feederio  Eye,  F.E.C^S.     Bead  March  30,  1906. 

MAEIA  P.,  xt  46,  was  transferred  from  tlie  medical  side  to 
my  wards  at  the  London  Hospital  on  March  29,  1903. 

History. — She  had  suffered  somewhat  from  indigestion 
and  flatulence  for  some  years.  Jaundice  came  on  three  years 
ago,  and  has  continued  with  occasional  variations,  but  on  the 
whole  has  increased.  She  was  admitted  to  the  liospital  in 
the  spring  of  1902,  for  an  abdominal  tumour  with  jaundice, 
and  was  readmitted  in  November,  1902. 

Present  condition. — Her  general  condition  and  nutrition 
are  fair.  The  jaundice  is  moderate  in  intensity.  No  consti- 
pation or  vomiting",  but  the  motions  are  light  in  colour.  No 
wasting.  Urine  natural  except  for  the  presence  of  bile. 
Temperature  low  and  irregular,  97°  F. — 98'6°  F. 

The  whole  of  the  right  side  of  the  abdomen  is  occupied  by 
a  tumour  which  extends  from  the  riffht  costal  margin  down- 
wards  to  the  crest  of  the  ilium  and  obliquely  across  the 
abdomen  to  the  left  side  of  and  beloAV  the  nmbilicus.  The 
swelling  is  distinctly  elastic,  dull  to  percussion,  the  dulness 
being  continuous  above  with  the  hepatic  area.  There  is 
resonance  in  the  right  flank  behind  the  tumour,  which  moves 
slightly  on  respiration.  Just  below  the  costal  margin  a 
smaller,  movable  tumour  overlies  the  larger  one.  Pelvic 
viscera  natural.     Some  leucocj^tosis. 

Diagnosis. — A  cystic  kidney  was  excluded  b}'  the  position 
of  the  colon,  which  was  pressed  outwards  and  backwards. 
Hydatid  of  the  liver  seemed  improbable  owing  to  the 
presence  of  leucocytosis ;  and  the  symptoms  which  would 
accompany  suppuration  of  a  hydatid  cyst  were  absent.  There 
was  also  no  eosinophilia.  By  process  of  exclusion,  and  owing 
to  its  relative  fixity,  it  seemed  likely  to  be  a  cyst  of  the  head 
of  the  pancreas  pressing  on  the  common  bile-duct. 

Operation  April  3,  1903.  The  abdomen  was  opened 
through  the  outer  part  of  the  right  rectus.  A  large  retro- 
peritoneal cyst  was  exposed  with  the  gall-bladder,  bent  upon 
itself,  lying  in  front  of  it.  The  cyst  was  tapped  and  then 
opened ;  it  contained  clear  fluid  mixed  with  thick  green 
mucoid  material  and  a  few  small   dark  pieces  of  grit.     As 
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it  was  emptied  the  gall-bladder  became  tiaccid.  The  cyst 
wall,  which  was  of  the  thickness  of  an  abdominal  aorta,  was 
sewn  to  the  peritoneum  and  abdominal  aponeurosis  and  a 
large  drainage-tube  packed  with  gauze  was  inserted.  The 
amount  of  fluid  removed  at  the  operation  was  roughly 
148  ounces.  An  analysis  of  the  fluid  by  Dr.  McLeod  showed 
that  it  contained  bile-pigments  and  salts,  mucin,  and  a  trace 
of  heat  coagulable  proteid.  After  the  operation  pure  bile 
drained  freely  from  the  cavity.  The  patient  recovered  well 
from  the  opei-ation  and  left  the  hospital  seven  weeks  after 
with  a  fistula  from  which  great  quantities  of  bile-stained 
fluid  were  discharged. 

On  June  10  the  patient  was  readmitted  on  account  of  the 
soreness  and  inconvenience  resulting  from  the  constant 
discharge  of  a  large  amount  of  fluid  from  the  fistula. 

To  relieve  her  condition  1  decided  to  niake  a  communica- 
tion between  the  dilated  duct  and  the  colon.  This  operation 
was  performed  on  June  26.  On  opening  the  cyst  through 
the  old  scar  it  was  found  that  the  cyst  wall  had  not  contracted 
to  the  extent  that  had  been  hoped  for  ;  the  cavity  contained  a 
large  Cjuantity  of  decomposing  bile  and  was  thoroughly  washed 
out.  The  peritoneum  was  then  opened,  the  colon  found,  and 
a  lateral  anastomosis  between  the  hepatic  flexure  and  the 
dilated  duct  was  performed  by  stitching.  A  drainage-tube 
with  silk  thread  attached  was  placed  in  the  opening,  the 
thread  being  brought  out  through  the  abdominal  wound, 
which  was  partly  closed.  The  patient  did  fairly  well  for  the 
first  week,  there  being  no  abdominal  distension  nor  vomiting. 
Pul^e  90  to  100  and  temperature  97°  F.  to  99°  F.  The  tube 
lying  in  the  communication  between  the  cyst  and  intestine  was 
removed  on  the  fourth  day.  There  was  considerable  passage 
of  faeces  through  this  opening  into  the  cyst  and  through  the 
external  wound.  It  was  in  anticipation  of  this  difficulty  that 
the  external  wound  was  left  open  in  order  that  the  cyst 
might  be  flushed  until  it  contracted.  After  a  Aveek  the 
patient  became  feebler,  pulse  weak,  extremities  cold,  but  the 
pulse  and  respiration  never  quickened  and  there  were  no 
abdominal  symptoms  and  no  fever.  She  gradually  failed 
and  died  fourteen  days  after  the  operation. 

Autojosij. — The  heart  was  veiy  fatty,  the  muscular  sub- 
stance being  reduced  to  a  thin  layer. 

Ahdomen. — No  sign  of  peritonitis  or  other  morbid  condi- 
tion, with  the  exception  of  the  cyst.  The  union  between  the 
colon  and  the  latter  was  firm. 
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The  cyst  was  removed,  togetlier  with  the  stomach, 
duodenum,  pancreas,  portions  of  the  liver  and  ascending- 
colon,  and  the  subcutaneous  tissues  which  formed  the  wall  of 
the  biliary  fistula,  these  organs  being  preserved  for  subse- 
quent dissection. 

Description  of  cyst  (PI.  YII). — The  cyst  has  a  dense  fibrous 
wall,  varying  from  y'^  to  ^  inch  in  thickness,  its  greatest  dia- 
meters being  as  follows :  transverse  4^  inches,  vertical  4  inches, 
antero-posterior  3  inches.  It  occupies  the  whole  length  of 
the  common  bile-duct. 

Relations. — Above  is  the  liver  (portions  of  right  and  left 
lobes).  In  front  are  the  gastro-hepatic  omentum,  the  pyloric 
end  of  the  stomach,  the  duodenum,  and  the  head  of  the 
pancreas.     On  the  outer  side  lies  the  ascending  colon. 

The  internal  portion  of  the  cyst  projects  into  the  lesser 
sac  of  the  peritoneum,  and  posteriorly  it  Avas  adherent  to,  and 
had  to  be  dissected  off,  the  posterior  wall  of  the  abdominal 
cavity. 

Behind  the  cyst,  and  nearer  to  its  inner  than  its  outer 
border,  are  the  hepatic  artery  and  the  vena  portte. 

Above  the  middle  point  of  its  upper  border,  closely  bound 
down  between  the  cyst  and  the  liver,  is  the  tip  of  the 
shrunken  and  contracted  gall-bladder. 

Interior  of  cyst. — At  the  outer  (right)  part  of  its  upper 
border  is  the  remains  of  the  fistula  which  communicated  with 
the  outer  surface  of  the  anterior  abdominal  wall. 

On  its  outer  wall,  inferiorly,  is  the  anastomotic  communi- 
cation with  the  ascending-  colon — an  orifice  which  just  admits 
the  first  joint  of  the  index  finger. 

At  the  inner  (left)  portion  of  the  upper  border  are  tliree 
orifices,  each  of  which  just  takes  the  tip  of  the  little 
finger,  and  into  each  of  which  a  probe  can  be  passed  for 
about  an  inch  ;  these  represent  the  dilated  cystic  and  right 
and  left  hepatic  ducts. 

On  the  posterior  wall  of  the  cyst,  near  its  lower  margin, 
is  a  papillomatous  growth.  Its  base  is  about  half  an  inch 
in  diameter,  and  it  extends  for  about  two  thirds  of  an  inch 
into  the  interior  of  the  cyst,  expanding  slightly. 

The  base  of  the  papilloma  corresponds  to  a  point  on 
the  wall  of  the  cyst  about  one  inch  above  the  papilla 
biliaris.  From  the  papilla  a  fine  probe  can  be  passed  Avith 
ease,  travelling  upwards  for  about  one  inch,  and  entering-  the 
cyst  just  on  the  inner  (left)  side  of  the  base  of  the  papilloma. 
There  seems  no  doubt  that  during-  life  the  projecting-  portion 
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Illustrating  Mr.  Frederic  Eve's  Case  of  Large  Cyst  of   Common 
Bile-duct. 

a.  Cyst.  b.  Pyloric  end  of  stomach.  c.  Duodenum,  d.  Hepatic 
flexure  of  colon,  e.  Gall-bladder.  /.  Eod  passed  through  anastomosis 
between  the  cj'st  and  colon. 
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of  the  papilloma  acted  as  a  valve  and  prevented  the  passage 
of  bile  into  the  duodenum.  Microscopically,  the  tumour  was 
a  papilloma  (Fig.  15). 

I  am  much  indebted  to  the  late  Dr.  Slade  for  making  tlie 
])ost  mortem  and  for  the  description  of  the  cyst. 

Eemakks. 

It    is    very    rarely    that    a    diagnosis    of    the    condition 
under  consideration  has  been  arrived  at  before  the  cvst  has 


Fig.  15. — Microscopic  section  of  papilloma  obstructing  the  orifice  of  the 
common  bile-duct.  The  gro^niih  is  composed  of  delicate  papillEe  lined 
with  columnar  epithelium. 

been  opened.  The  cyst  has  usuall}'  been  mistaken  for  a 
greatly  dilated  gall-bladder  or  for  a  cyst  of  the  head 
of  the  pancreas.  This  is  not  surprising  seeing  how 
much  the  neighbouring  structures  are  displaced.  The  con- 
tents are  almost  invariably  mucus;  but  this  may  be  slightly 
stained  with  bile,  or  contain  green,  gritty  material.  In 
Edgeworth's  case,  however,  the  cyst  contained  normal  bile. 
A  fistulous  communication  had  in  one  case  (Barlach's)  been 
established  with  the   stomach  and  in  another  with  the  s'all- 
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bladder.  The  onset  of  symptoms  is  usually  slow  and  gradual, 
but  in  Eussell's  case,  a  boy  ait.  8,  the  patient  had  only  been 
ill  for  five  days.     Jaundice  is  of  necessity  a  constant  symptom. 

Cystic  dilatation  of  the  common  bile-duct  does  not  appear 
to  be  exceedingly  rare,  for  in  a  somewhat  cursory  examina- 
tion of  the  literature  of  the  subject  I  have  found  twenty-four 
cases. 

Dr.  Todd  appears  to  have  recorded  the  first  case  in  1817, 
and  the  second  was  described  by  Dr.  Douglas  in  1852. 

Todd's  patient  w/is  a  girl  £et.  14 ;  the  common  and  hepatic 
ducts  formed  a  cyst  reaching  from  the  liver  to  the  sacrum ;  it 
lay  behind  the  duodenum,  pancreas,  and  root  of  mesentery. 
The  cause  of  dilatation  was  a  "  scirrhous  state  of  the  jDan- 
creas"  (chronic  pancreatitis). 

As  regards  the  causation  the  cases  appear  to  fall  into  three 
groups : 

(1)  Those  in  which  the  obstruction  to  the  common  duct  is 
due  to  the  formation  of  a  valvular  fold,  to  stenosis,  or  to 
complete  obliteration. 

In  Dr.  Ashby's  case,  occurring  in  a  boy  ?et.  7,  the  duodenal 
end  of  the  duct  was  obliterated. 

M.  J.  Rostowzew  has  reported  a  typical  case  of  occlusion 
of  the  duct  by  a  valvular  fold ;  the  patient  was  a  peasant 
maid  ^t.  13.  Enlargement  of  the  abdomen  had  been  noticed  for 
three  years  and  icterus  for  three  weeks  before  her  admission  to 
hospital.  The  jaundice  was  not  complete  and  the  tumour 
varied  in  size.  The  cyst  was  opened,  fixed  to  the  abdominal 
wall,  and  drained.  Death  took  place  within  twenty-four 
hours.  In  the  lower  segment  of  the  cyst  there  was  a  funnel- 
shaped  opening  of  the  size  of  a  lentil.  It  Avas  overhung  by  a 
valve-like  fold,  so  that  the  opening  was  absolutely  closed  when 
the  cyst  was  full.  He  concluded  that  the  cyst  was  due  to  a 
congenital  abnormality,  and  that,  a  dilatation  of  the  common 
bile-duct  having  occurred  in  some  unexplained  Avay,  the  valve- 
like fold  was  produced  by  alteration  of  the  direction  of  the 
undilated  lower  orifice  of  the  duct. 

In  some  instances  the  obstruction  to  the  duct  is  stated  to 
have  been  a  congenital  anomaly ;  and  the  considerable  number 
of  cases  in  which  the  condition  was  observed  in  children,  or 
young  persons  ranging  from  the  ages  of  four  to  fourteen  years, 
lends  a  certain  amount  of  support  to  this  view.  Edgeworth's 
patient,  a  girl  a^t.  4i,  developed  jaundice  at  six  months  of 
age,  and  from  that  time  had  recurring  attacks  about  every 
six  months. 


Large  Cyst  of  Common  Bile-Duct.  149 

(2)  In  a  second  group  of  cases,  comprising  a  smaller 
number,  the  obstruction  was  due  to  a  calculus. 

(3)  In  a  third  group  a  groAvth  was  the  cause  of  the  obstruc- 
tion.   My  own  case  reported  above  is  a  typical  example  of  this. 

In  Wilkes  and  Moxon's  cases  the  cyst,  as  large  as  a  child's 
head,  was  studded  with  numbers  of  pedunculated  myxomatous 
growths  containing  muscle-fibre.  The  patient,  a  boy  set.  4, 
was  admitted  for  enlargement  of  the  abdomen,  emaciation, 
and  vomiting,  of  seven  months'  duration.  The  right  half  of 
the  abdomen  was  occupied  by  a  fluctuating  swelling  from 
which  five  pints  of  greenish,  purulent  fluid  were  withdrawn. 

A  primary  carcinoma  of  the  common  bile-duct  may  give 
rise  to  dilatation  above  it  (Brenner). 

Treatment. 

In  upwards  of  fourteen  cases  of  cyst  of  the  common  bile- 
duct  choledochostomy  was  performed  ;  or,  in  other  words,  the 
cyst  was  opened,  its  walls  attached  to  the  parietes,  and  a 
drainage-tube  inserted. 

Among  the  few  survivors  one  case,  operated  on  by  Mr. 
Mayo  Eobson,  made  a  perfect  recovery.  The  obstruction  was 
due  to  stone  and,  therefore,  removable. 

In  Dr.  Ashby's  case  the  patient  survived  the  operation 
of  drainage  for  two  months,  but  died  later  of  peritonitis, 
following  an  abortive  attempt  to  establish  a  communication 
between  the  cyst  and  the  duodenum. 

The  patient  in  my  own  case  also  survived  the  operation  of 
choledochostomy  for  three  months. 

The  operation  of  draining  the  cyst  into  some  portion  of 
the  intestine  has  been  performed  on  several  occasions. 

The  first  successful  case  was  reported  by  Sprengel  in  1891, 
and  another  case  was  operated  on  successfully  in  1894  by 
Swain. 

A  communication  has  been  established  between  the  cyst 
and  the  duodenum,  the  jejunum,  and,  in  my  own  case,  with 
the  colon. 

The  cyst  being  usually  of  large  size  and  the  relation  of 
parts  much  altered,  the  establishment  of  an  anastomosis 
between  the  dilated  duct  and  the  duodenum  would  appear  to 
me  to  be  usually  attended  with  great  difficulty  and  risk. 

The  simplest  and  safest  procedure  is  the  establishment  of 
an  anastomosis  between  the  cyst  and  the  hepatic  flexure  of 
the  colon. 
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That  the  diversion  ot  the  bile  into  the  large  intestine  is 
not  attended  by  any  physiological  disturbance  has  been  shown 
by  those  cases  in  which  a  junction  has  been  formed  for  other 
conditions  between  the  gall-bladder  and  the  colon. 

Should  the  state  of  the  parts  permit  of  it,  probably  the 
best  course  would  be  to  effect  an  anastomosis  between  a  coil 
of  the  jejunum  and  the  c^'st,  as  Avas  done  so  successfully  by 
Mr.  Swain. 

It  may  be  open  to  discussion  whether  it  is  advantageous 
to  perform  a  primary  choledochostomy,  in  order  to  allow  the 
cyst  to  contract,  followed  by  a  junction  between  the  cyst  and 
some  portion  of  the  intestine,  or  whether  the  latter  operation 
should  be  undertaken  in  the  first  instance. 

My  impression  is  that  choledocho- enterostomy  should 
be  performed  at  once ;  for  in  the  case  detailed  above,  although 
the  cyst  Avas  drained  for  three  months,  yet  on  opening  it  to 
perform  the  second  operation  I  found  that  it  had  not  materially 
contracted.  Although  in  many  instances  the  cystic  duct 
remained  patent,  yet  an  anastomosis  between  the  gall-bladder 
and  the  bowel  would  not  provide  sujfficient  drainage  for  the 
cyst,  owing  to  the  circuitous  and  narrow  communication  which 
would  exist. 
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XXVIII. — Three  Cases  of  Gastro-jejunostomy.  By 
F.  C.  Wallis,  M.B.,  B.C.,  F.R.C.S.  Bead  March 
30,  1906. 

'THE  operation  of  gastro-jejunostomy  is  such  an  every-day 
J-  occurrence  now  that  unless  it  was  thought  that  some 
special  point  was  being  brought  out  one  would  scarcely  be 
justified  in  bringing  these  cases  before  the  Society. 

The  first  case  is  of  sentimental  interest  in  that  the  patient 
was  a  lady,  £et.  91,  who  had  lived  in  five  reigns,  and 
remembered  being  carried  in  a  sedan  chair  in  the  Strand. 

The  other  two  cases  are,  I  venture  to  think,  of  extreme 
practical  interest  in  that  in  both  cases  chronic  inflammatory 
growth  around  an  ulcer  simulated  carcinoma  so  closely  that 
the  latter  diagnosis  was  made  in  each  instance. 

Case  1. — A  female  patient,  tet.  91,  whose  life  history  Avas 
excellent  except  for  an  attack  of  general  eczema  twelve  years 
previously;  beyond  this  and  occasional  bilious  attacks  she 
had  never  had  any  illness. 

At  the  commencement  of  1905  the  patient  had  all  the 
signs  of  a  dilated  stomach,  vomiting  large  quantities  of  fluid 
which  was  on  various  occasions  of  coffee-grounds  character, 
tenderness  over  the  pylorus,  no  cachexia,  no  great  loss  of 
flesh. 

In  March,  1905,  Dr.  Hale- White  saw  the  patient  in  con- 
sultation with  Dr.  Grigg,  and  it  Avas  agreed  that  there  was 
evidently  pyloric  obstruction,  and  as  the  patient  was  suffering 
and  going  downhill,  it  was  decided  that,  in  spite  of  the  great 
age  of  the  patient,  an  operation  was  urgently  needed  for  her 
relief. 

A  posterior  gastro-jejunostomy  was  done  by  me  on 
March  31. 

At  the  operation  extensive  ulceration  and  thickening 
of  the  pylorus  was  found,  and  the  liver  and  pyloric  end  of  the 
stomach  were  all  matted  together.  The  stomach  itself  was 
much  dilated. 

The  patient  made  a  good  recovery,  and  from  April  to 
December,  1905,  regained  weight,  had  a  good  colour, 
and  was  able  to  take  out-of-door  exercise.     She  could  take 
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her  ordinary  diet,  but,  as  heretofore,  had  occasional  bilious 
attacks.  At  the  end  of  December  patient  had  cerebral 
thrombosis  and  died  three  months  later. 

Case  2. — A  male  patient,  a?t.  57,  was  admitted  to  Charing 
Cross  Hospital  on  December  4,  1905,  suffering  from  gastric 
pains.  The  pain  came  on  about  four  months  previous  to 
admission.  It  was  of  a  sharp,  shooting  chai-acter,  always 
starting  in  the  same  place  and  radiating  across  the  abdomen. 
The  pain  became  more  and  more  severe  and  lasted  for  longer 

Fig.  16. 


periods,  much  worse  after  food,  alwaj'S  bad  at  night,  keeping 
him  awake. 

No  vomiting  and  no  nausea,  considerable  loss  of  weight, 
and  great  tenderness  on  pressure  over  the  stomach  region. 
The  patient  was  profoundly  anaemic. 

Operation  (December  11). — AVhen  the  abdomen  was  opened 
and  the  stomach  pulled  forward  a  larg-e  growth  was  exposed 
(see  Fig.  16),  invoh4ng  the  lesser  curvature  and  extending  to 
the  pylorus,  but  not  to  the  cardiac  end.  It  was  thought  that 
the  growth  could  be  removed,  but  having  regard  to  the  general 
condition  of  the  man,  it  was  considered  best  to  do  a  gastro- 
jejunostomy now,  and  leave  the  major  operation  until  later. 
This  was  accordingly  done.  The  patient  made  a  good 
recovery  and  got  up  on  the  tenth  day.  He  left  the  hospital  at 
the  end  of  the  third  week,  and  was  re-admitted  a  week  later. 

All  pain  had  disappeared  within  thirty-six  hours  of  the 
operation  and   there  had  not  been  any  return  of  it.     Patient 


Mr.  F.  C.  Wallis's  Cases  of  Gastro-jejimostomy.        153 

was  eating   and  sleeping  well,  had  put  on   weight,  and  was 
obviously  greatly  improved  in  health. 

Second  operation  (January  10,  1906). — When  the  abdomen 
was  opened  and  the  stomach  pulled  forward  it  was  seen  that 

Fig.  17 


the  ''  growth  "  had  to  a  great  extent  disappeared  (see  Fig.  17). 
Enlarged  glands  were  found  in  the  omentum,  but  they  were 
not  characteristic  of  new  growth. 


Fig.  18. 


The  new  growth  was  now  entirely  on  the  posterior  surface 
— near,  but  not  quite  reaching,  the  lesser  curvature.  A 
circular  ulcer  with  a  clear-cut  edge  was  felt  through  the 
anterior  wall  (see  Fig.  18). 
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The  ulcer  itself  was  adherent  to  the  pancreas. 

The  wound  was  closed  and  the  patient  left  the  hospital 
twelve  days  later.  He  was  last  seen  on  March  26.  He  takes 
ordinary  diet,  has  no  pain,  has  gained  a  stone  iu  weight,  and 
looks  well  and  healthy. 

Case  3. — A  female  patient,  jet.  39,  was  admitted  to  St. 
Luke's  Hostel  under  the  care  of  Dr.  de  Haviland  Hall  on 
January  29  this  year  suffering  from  gastric  pain  and  general 
nervous  depression.  Began  to  have  pain  about  the  first  week 
in  December,  1905.  Had  been  treated  for  nervous  dyspepsia 
at  Windsor  and  gastric  neuralgia  at  Brighton. 

Patient  complained  of  severe  abdominal  pain,  going 
through  to  the  back — the  pain  is   better  after   food.     Has 

Fig.  19. 


been  very  sick  at  times,  vomit  containing  a  little  blood. 
Unable  to  sleep  or  eat,  had  bad  dreams,  was  depressed  and 
constipated. 

Nothing  made  out  on  examining  the  abdomen,  as  the 
patient  was  hypersensitive,  and  even  slight  pressure  caused 
pain.  I  saw  the  patient  in  consultation  Avith  Dr.  de  Havilland 
Hall  on  February  6,  and  it  was  decided  that  a  gastro-jeju- 
nostomy should  be  done.  The  operation  for  various  reasons 
unfortunately  was  postponed  until  February  13. 

On  opening  the  abdomen  an  extensive  growth  was  found 
occupying  the  cardiac  end  of  the  stomach  which  was  con- 
sidered malignant  and  quite  impossible  to  remove  (see  Fig.  J  9). 
Posterior  gastro-jejunostomy  was  done  in  the  hope  of  relieving 
pain  by  the  quicker  outlet  thus  obtained. 

The  night  of  the  operation  Avas  most  satisfactory  in  that 
the  patient  was  almost  free  from  pain  ;  this  was  noticeable  all 


Mr.  F.  C.  Wallis's  Cases  of  Gasiro-jejtinostomy.        155 

along  until,  on  February  16,  at  12.15  p.m.,  the  patient  became 
collapsed  and  vomited  some  blood.  Dr.  Hubert  Koberts  did 
everything  possible,  but  the  patient  gradually  became  more 
exhausted  and  died  twelve  hours  later. 

The  poist-morterii  examination  (see  Fig.  20)  showed  that 
what  was  taken  for  a  malignant  growth  was  chronic  inflam- 
matory thickening  around  a  large  ulcer  situated  high  up  on  the 
posterior  wall  in  the  lesser  curvature  towards  the  cardiac  end. 

Death  was  due  to  haemorrhage  from  an  oval  opening  in  a 
large  vessel  running  along  the  floor  of  the    ulcer.     It  was 

Fig.  20. 


interesting   to    note    the    perfect    mechanical    safety    of   the 
gastro-jejunostomy  on  the  fourth  day  of  the  operation. 


Eemarks. 

Additional  interest  in  the  case  of  the  old  lady  is  that  it  is 
a  good  example  of  the  fact  that  even  very  old  people  stand 
operations  well  when  their  tissues  are  young,  and  the  number 
of  years  a  patient  has  lived  is  not  in  itself  a  bar  to  even  a 
considerable  surgical  operation. 

In  Case  2  all  of  us  present  at  the  first  operation  were  sure 
that  the  growth  was  malignant,  and  I  regretted  at  the  time 
that  I  did  not  think  the  man's  general  condition  warranted 
me  doing  a  partial  gastrectomy.  It  was  a  matter  of  great 
surprise  and  satisfaction  to  see  when  the  abdomen  was 
reopened  how  the  mass  had  melted  away. 

I  have  been  so  much  impressed  with  this  case  and  the 
next  that  I  am  strongly  inclined  to  think  that   in    a  large 
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number  of  cases  where  partial  gastrectomy  is  under  con- 
sideration it  would  be  always  as  well  to  do  a  preliminary 
gastro-jejunostomy.  The  operation  in  either  case  is  of 
material  benefit  to  the  patient.  The  pain  suffered  is  much 
less  or  entirely  disappears  and  peaceful  sleep  is  procured. 
The  diet  can  be  increased  and  the  food  is  digested. 

If  a  partial  gastrectomy  is  necessary  the  patient  is  in 
much  better  case  after  two  or  three  weeks  than  when  the 
abdomen  is  first  opened,  and  the  time  lost  makes  no  material 
difference  in  the  possibility  of  removal  of  the  growth. 

In  the  third  case  when  the  stomach  was  exposed  the 
condition  looked  so  hopeless  that  I  nearly  closed  the  wound 
Avithout  doing  anything  further. 

The  effect  of  the  operation  on  the  patient  was  interesting 
and  most  satisfactory  during  the  three  days  that  she  lived, 
The  drawn,  pain-stricken  appearance  of  her  face  disappeared, 
and  she  lay  in  bed  quite  comfortable  and  placid. 

I  was  fortunately  able  to  procure  a  jyost  mortem,  which  I 
was  anxious  to  get,  to  see  whether  this  case  was  also  only 
inflammatory  growth  around  an  ulcer;  this,  as  the  specimen 
shows,  it  proved  to  be,  and  a  microscopical  section  of  the 
tissues  near  the  ulcer  is  a  further  proof  of  it. 

The  lesson  the  third  case  teaches  is  that  delays  are 
dangerous  in  cases  of  gastric  pain  which  are  well  marked 
and  do  not  readily  respond  to  medical  treatment.  Under 
such  circumstances  the  abdomen  should  be  opened  and  the 
stomach  examined.  A  gastro-jejunostomy  can  be  done,  and 
if  there  has  been  hajmatemesis  to  any  marked  degree  the 
stomach  should  be  opened,  through  healthy  tissue  in  the 
neighbourhood  of  the  ulcer,  and  the  ulcer  either  cauterised, 
cut  out,  or  ligatured  to  prevent  further  hemorrhage. 
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XXIX. — A  CaseofCi/stlc  Tumour  of  the  Spevmafic  Cord. 
By  CcTHBERT  \yALLACE,  M.B.,  B.S.,  F.R.C.S.  Bead 
May  nth,  190G. 

WR.  W.,  a  male,  a^t.  41,  was  admitted  into  St.  Thomas's 
•  Hospital  in  April,  1904.  Five  years  previously  he  had 
noticed  a  swelling  above  the  right  testis,  which  had  gradually 
increased  in  size.  For  some  time  after  its  appearance  it 
"  would  go  back,"  but  had  become  irreducible  for  the  last 
two  years.  A  fortnight  before  admission  the  patient  had 
lifted  some  heavy  furniture,  which  act  had  caused  pain 
in  the  mass  and  an  increase  in  its  size.  There  had  been 
several  attacks  of  abdominal  pain  and  vomiting,  the  last  one 
of  which  was  so  severe  as  to  suggest  to  his  medical  attendant 
the  possibility  of  obstructed  hernia. 

On  examination  a  swelling  the  size  and  shape  of  a  large 
pear  was  found  to  occupy  the  upper  part  of  the  scrotum  and 
adjacent  part  of  the  inguinal  canal.  It  was  irreducible ; 
there  was  no  impulse.  It  was  nodular  on  the  surface  and 
elastic  in  consistence.  Translucency  was  not  obtained.  Rectal 
and  abdominal  examination  showed  the  presence  of  a  mass 
occupying  the  right  fossa  and  the  right  posterior  quadrant 
of  the  pelvis.  The  nature  of  the  tumour  was  obscure,  but 
the  physical  properties  of  the  scrotal  and  inguinal  portions 
suggested  an  irreducible  inguinal  hernia,  although  the 
presence  of  the  abdominal  portions  and  some  details  of  the 
history  were  not  consistent  with  this  view. 

Operation. — An  incision  showed  the  tumour  to  occupy 
the  upper  part  of  the  scrotum  immediately  above  the  testis, 
from  wdiich  it  was,  however,  quite  distinct.  Traced  upwards, 
it  entered  the  inguinal  cannl.  This  was,  therefore,  slit  up  and 
the  spermatic  cord  exposed  in  its  full  length.  The  mass  Avas 
then  seen  to  lie  within  and  be  covered  by  the  cremaster 
muscle  and  fascia.  AVhen  this  latter  was  divided  the  tumour 
was  seen  to  enter  the  abdomen  through  the  internal  ring. 
The  structures  of  the  cord  Avere  spread  out  over  the  tumour, 
so  that  its  separation  was  a  matter  of  some  difficulty  and  left 
the  cord  in  a  veiy  ragged  state.  Near  the  internal  ring  the 
adherence  of  the  mass  to  the  surrounding  tissues  was  very 
intimate  and  several  small  cysts  about  '5  cm.  in  diameter 
became    detached    from    the    main   mass.      Traction    on    the 
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tumour  showed  that  it  was  continuous  witli  that  felt  in  the 
belly,  from  which  it  could  only  be  separated  with  the  knife. 
While  this  Avas  being  carried  out  the  appendix  appeared  and 
to  it  were  adherent  many  small  cysts  similar  to  those  just 
mentioned. 

The  appendix  was  removed  and  a  finger  introduced  into 
the  abdomen.  A  careful  search  made  it  plain  that  the  intra- 
abdominal mass  was  composed  of  a  series  of  small  cysts  which 
were  but  loosely  tied  together.  The  fact  that  several  of  these 
small  cysts  were  adherent  to  the  appendix  seemed  to  point 
to  an  intra-abdominal  site  for  the  mass  ;  but  if  this  was  the  case 
there  must  have  been  extensive  adhesions,  for  no  intestines 
protruded  or  were  seen. 

Description  of  tumour. — A  complex,  thin-walled,  lobulated, 
cystic  tumour  which  was  removed  from  the  spermatic  cord. 
It  iscordiform,  with  the  apex  downwards,  and  measures  in  the 
vertical  diameter  10"5  cm.,  its  chief  transverse  diameter  about 
6"5  cm.,  and  its  greatest  circumference  (tnken  in  a  slightly 
oblique  direction)  18  cm.  While  in  the  body  the  long  axis 
corresponded  with  that  of  the  spermatic  cord ;  the  centre  of 
the  tumour  lay  midway  between  the  two  abdominal  rings. 
The  exterior  is  smooth  and  glistening  except  where  covered 
with  the  connective  tissue  dei'ived  from  the  spermatic  cord, 
the  sheath  of  which  was  divided  in  its  removal. 

The  mass  consists  of  two  main  cavities  the  highest  of 
which  measures  about  5  cm.  and  is  continuous  Avith  the  intra- 
abdominal extension  of  the  mass  mentioned  in  the  account  of 
the  operation.  The  loAvei-  of  the  two  main  cysts,  which  in  the 
body  lay  partly  to  the  left  side  of  the  other,  measures  about 
9  cm.  Although  the  lower  chief  cavity  is  single  it  presents 
many  falciform  processes,  the  presence  of  which  suggests  that 
it  may  have  arisen  from  the  fusion  of  a  series  of  lesser  cysts. 
In  addition  to  the  two  main  cavities  there  are  shown  three 
processes  of  more  compact  structure.  One  of  these,  project- 
ing partly  into  the  upper  of  the  two  main  cysts,  is'  broadly 
attached  to  the  septum  that  separates  them.  A  second, 
of  crescentic  form  and  about  5  cm.  in  length,  is  attached 
partly  to  the  septum  mentioned,  whence  it  extends  beneath 
the  roof  of  the  lower  cyst.  The  third  projects  into  the 
lowest  loculus  of  the  same  cyst.  These  more  solid  masses 
as  seen  in  section  are  constructed  of  a  compact  series  of 
small  alveoli,  the  largest  of  which  is  about  '5  cm.  in  diameter. 
Microscopic  preparations  of  these  more  solid  parts  reveal  a 
congeries  of  sharply  defined  spaces  lying  in  a  scanty,  loose 
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connective  tissue  and  lined  Avitli  a  distinct  flat  endothelium. 
The  shape  of  these  spaces  is  very  various,  some  being  circular, 
others  oval  or  flattened.  There  is  nowhere  any  indication  of 
a  columnar  or  cubical  epithelial  lining*  even  in  the  smallest 
cysts,  which  are  altogether  microscopic. 

The  fluid  in  the  main  cysts  was  clear  in  the  recent  state ; 
that  from  the  more  solid  portion  in  the  higher  cyst  was 
slightly  milky. 

Without  for  the  moment  discussing  its  etiology  and 
regarding  the  clinical  features  only,  it  seems  probable  that 
the  case  just  described  must  be  classed  with  those  to  which 
the  older  writers  gave  the  following  names  :  "  diffuse  hydro- 
cele of  the  spermatic  cord,^'  "hydrocele  of  the  cells  of  the 
tunica  communis,'^  'Hiydrocele  by  infiltration,"  "  multilociilar 
hydrocele  of  the  cord/'  No  such  cases  have  been  described 
of  late  years,  and  modern  English  text-books  dismiss  the 
disease  with  a  few  words  and  speak  of  it  as  an  oedematous 
condition  of  the  cord.  Thus  in  Quain's  Dictionary  of  Medi- 
cine (1902)  the  following  sentence  occurs :  "  The  diffuse 
hydrocele,  which  is  very  rare,  is  simply  an  oedema  of  the 
areolar  tissue  of  tlie  cord.  When  inconvenient  owing  to  its 
size,  antiseptic  incision  and  drainage  should  be  undertaken." 
Curling,  writing  in  1878,  says  "  The  disease  is  of  the  nature  of 
a  simple  oedema,  a  watery  fluid  being  diffused  throughout 
the  loose  tissue  connecting  the  vessels  of  the  spermatic  cord." 
In  none  of  the  cases,  with  possibly  one  exception  (Flowers, 
Medical  Times  and  Gazette,  1859),  that  I  have  been  able  to 
find  will  the  theoiy  of  simple  oedema  suffice  to  explain  the 
conditions  described  by  the  older  writers  or  found  in  the 
present  case.  The  idea  that  these  tumours  were  of  an 
oedematous  nature  seems  to  have  arisen  Avith  Percival  Pott 
{Treatise  on  Hydrocele,  1773)  who  first  described  and  who 
regarded  it  as  due  to  a  dilatation  of  the  hnnph-spaces  caused 
by  some  obstruction.  Modern  writers,  evidently  unacquainted 
Avitli  the  condition,  have  been  content  with  this  explanation. 
The  three  cases  described  b}^  Pott  occurred  in  middle  life  and 
were  of  considerable  duration.  The  tumours  were  situated 
in  the  cord  and  reached  froin  the  top  of  the  testis  upwards 
towards  the  abdomen.  In  all  the  testis  was  distinct.  The 
surface  was  nodular  and  the  skin  normal  except  in  one  case, 
where  an  excoriation  had  been  produced  by  an  ill-fitting 
truss.  The  two  tumours  of  less  extent  were  stated  by  Pott  to 
have  resembled  irreducible  omental  hernife.  The  largest 
tumour  reached  to    the  knee  and  was   continuous   with   an 
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abdominal  swelling  which  increased  in  size  Avhen  pressure 
was  exerted  on  the  scrotal  portion. 

Incision  into  the  growths  showed  that  they  were  made  up 
of  congeries  of  cysts  which  in  one  instance  were  traced,  after 
death,  into  the  abdomen  as  far  as  the  origin  of  the  spermatic 
vessels. 

Humphry  (Holmes'  System  of  Surgery)  describes  a  case  of 
a  youth,  a3t.  19,  who  had  a  tumour  connected  with  the  upper 
end  of  the  testis,  and  above  this  again  a  second  tumour 
situated  in  the  cord.  Both  were  fluctuating  and  translucent, 
and  the  upper  tumour  displaceable  into  the  abdomen.  In- 
cision into  the  upper  one  set  free  clear  fluid  and  exposed 
numerous  thin-walled  cysts  connected  with  each  other  and 
with  a  main  cyst.  The  tumour  in  the  scrotum  was  an  ordinary 
hydrocele. 

Steinthal  {Centralhlatt  f.  Chirurgie,  1885)  relates  a  case  in 
which  a  swelling  suddenly  appeared  in  the  spermatic  cord  of  a 
man  a3t.  20.  An  incision  evacuated  a  yellow  fluid  from  a  mode- 
rately sized  cyst,  in  the  posterior  wall  of  which  were  numerous 
small  cysts.  Cubical  and  cohunnar  epithelium  were  found  in 
one  of  the  cavities,  but  the  author  Avas  of  the  opinion  that  it 
was  of  an  endothelial  origin. 

Yon  Baum  (quoted  by  Kocher,  Deutsche  Chirurgie,  50  b), 
cjuotes  the  case  of  a  man,  tBt.  67,  above  whose  right  testis  a 
tumour  had  existed  for  twenty  years.  For  nine  months 
before  he  came  under  observation  this  had  increased  rapidly 
in  size,  and  when  seen  was  as  large  as  a  man's  fist.  Punc- 
ture with  a  trocar  reduced  it  but  little.  The  testis  and  cord 
were  ablated.  Examination  then  showed  that  the  tumour 
was  formed  of  a  '^cellular  membrane"  the  thickness  of  two 
thumbs  which  surrounded  the  cord.  The  fluid  from  some  of 
the  cysts  contained  spermatozoa. 

Curling,  in  his  Diseases  (f  the  Testis  (1878),  gives  an  in- 
teresting account  of  this  affection  chiefly  borrowed  from  Pott, 
and  gives  an  illustration,  taken  from  a  book  by  Scarpa,  of  the 
external  appearance  of  such  a  tumour  as  it  lay  in  the  cord 
covered  by  the  cremaster  muscle.  Mention  is  also  made 
of  a  description  of  another  case  by  Bertraiidi  (1778),  who 
had  the  opportunity  of  a  dissection  after  death.  Shattock 
[Path.  8oc.  Trans.,  vol.  xliii,  p.  107)  has  described  and 
figured  what  may  well  be  a  tumour  of  a  similar  nature  to 
the  one  now  under  discussion.  In  this  case  a  cystic  tumour 
three  inches  in  length  lay  behind  the  testis  and  epi- 
didymis  and  between   these  and    the    vas.      The   vessels  of 
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the  spermatic  cord  passed  over  its  inner  and  posterior  surface. 
The  testis  and  epididymis  were  perfectly  normal,  and  the 
tunica  vaginalis  quite  distinct  from  the  mass. 

The  tumour,  whitdi  is  now  in  St.  Thomas's  Hospital 
Museum,  consisted  of  a  thin-walled  cyst  which  showed  on  its 
anterior  wall  three  other  thin-walled  cysts.  The  large  cyst, 
although  forming  but  a  single  cavity,  presented  several 
crescentic  septa  suggesting  the  fusion  of  smaller  cavities  to 
form  a  larger  one.  The  hydatid  of  Morgagni  was  distinct. 
Shattock  suggested  that  the  cysts  were  formed  from  rem- 
nants of  the  Wolffian  body,  and  mentioned  a  Hunterian 
specimen  in  the  Museum  of  the  Eoyal  College  of  Surgeons 
(No.  4291)  which  had  jDrobably  a  similar  origin. 

The  following  is  an  abstract  of  the  description  of  this 
specimen  :  "  A  testicle,  to  the  posterior  part  of  which,  but 
external  to  the  tunica  vaginalis,  a  large  cyst  which  contained 
a  serous  fluid  is  attached;  at  its  anterior  part  there  is  an 
oval  aperture  by  which  it  communicates  with  a  smaller  cavity 
imbedded  in  the  lower  part  of  the  spermatic  cord  just  above 
the  upper  end  of  the  epididymis." 

Putting  all  the  recorded  cases  together, a  very  good  picture 
of  this  disease  can  be  formed.  It  is  usually  found  in  adult 
life,  and  is  of  slow  and  painless  growth.  As  a  rule  the 
dimensions  of  the  tumour  are  small  but  may,  as  in  a  case  of 
Pott's,  reach  a  remarkable  size.  It  occupies  some  position  in 
the  length  of  the  spermatic  cord,  usually  starting  from  the 
top  of  the  testis  and  reaching  upwards  and  even  entering  the 
abdomen,  where  it  forms  a  readily  palpable  mass.  The  testis 
is  normal,  except  for  the  occasional  presence  of  a  vaginal 
hydrocele.  The  surface  is  nodular  and  the  mass  more  or  less 
translucent. 

Pressure  while  the  patient  is  in  the  recumbent  position 
may  produce  some  decrease  in  size,  due  either  to  a  partial 
reduction  or  to  a  displacement  of  fluid. 

Simple  incision  or  puncture  is  followed  by  an  escajDe  of 
clear  or  slightly  turbid  fluid,  but  fails  to  secure  a  total 
disappearance  of  the  tumour.  Further  exploration  reveals 
the  fact  that  the  tumour  is  lying  within  the  spermatic  cord 
covered  by  the  cremaster  muscle  or  fascia,  and  is  composed 
of  many  cysts  of  varying  dimensions,  the  larger  lying  at  the 
most  dependent  part.  The  cysts  are  thin-walled  and  in  some 
cases  easily  detachable  from  the  main  mass. 

From  the  literature  it  would  seem  that  these  cases  have 
most  often  been  confused  with  irreducible  ing-uinal  hernia?. 
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The  intimate  connection  -svitli  the  spermatic  cord  renders  their 
removal  extremely  difKcult,  and  in  the  writer's  case  atrophy 
of  the  testis  followed  from  interference  Avith  the  spermatic 
vessels. 

It  is  not  possible  to  state  definitely  that  all  tlie  cases  above 
mentioned  had  a  similar  origin,  but  they  had  so  many  features 
in  common  that  it  seems  highly  probable  that  such  was  the 
case.  That  the  etiology  of  this  class  of  case  is  obscure  is 
shown  by  the  number  of  theories  that  have  been  put  forward. 

The  following  have  been  advanced : 

(1)  That  the  cysts  are  due  to  hydatids. 

(2)  That  they  are  due  to  loculation  of  an  encysted  hydrocele. 

(3)  That  the  cysts  are  of  the  nature  of  spermatoceles. 

(4)  That  they  are  of  tlie  nature  of  a  lymphangeioma. 

(5)  That  they  are  of  fcetal  origin. 

It  is  quite  evident  that  the  disease  under  discussion  has 
nothing  in  common  with  hydatid  disease,  although  such  cysts 
have  been  described  in  this  region.  It  is  equally  clear  that 
the  loculation  of  an  encysted  hydrocele  will  nor  account  for 
the  conditions  found,  and  the  histoiies  of  the  cases  are  enough 
to  refute  such  a  contention.  In  one  case  spermatozoa  were 
found,  but  too  much  sti'ess  must  not  be  laid  on  this  point  as 
it  was  a  solitary  observation,  and  their  presence  is  easily 
accounted  for  by  a  fortuitous  communication  with  the  excre- 
tory canals  of  the  testis. 

If  these  tumours  are  to  be  considered  of  a  lymphatic 
nature,  it  is  necessary  to  show  that  the  lymphatic  system  does 
or  can  produce  similar  tumours  in  other  parts  of  the  body. 
The  lymphatic  nrevi  such  as  produce  macroglossia  at  once  occur 
to  the  mind,  but  a  little  consideration  will  show  that  the  two 
tumours  have  little  in  common.  Such  lymphatic  nasvoid 
growths  contain  cysts,  it  is  true,  but  none  of  such  size  as  are 
met  with  in  the  disease  of  the  spermatic  cord.  In  macro- 
glossia the  cysts  or  spaces  are  distributed  throughout  the 
substance  of  the  tongue  between  the  muscle-fibres,  and  it  is 
impossible  to  remove  the  tumour  without  removing  the  part 
of  the  organ  it  has  infiltrated.  After  removal  of  the  tongue 
the  tumour  collapses  in  great  part,  while  in  diffuse  hydrocele 
of  the  cord  it  retains  its  shape  and  bulk. 

Hydrocele  of  the  neck  certainly  resembles  somewhat 
closely  the  tumour  under  discussion,  since  here  the  cysts  are 
of  large  size,  forming  a  definite  mass.  It  is,  however,  a 
matter  of  doubt  as  to  whether  a  hydrocele  of  the  neck  owes 
its  origin  to  dilatation  of  lynqdiatic  spaces;   to  justify   this 
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view  it  must  be  sliowii  why  such  tumours  always  occur  in  the 
same  place  oi-  that  similar  growths  cau  be  j)i*oduced  l)y 
obstruction  to  lymphatics  in  other  parts  of  the  body. 

Chronic  lymphatic  obstruction,  such  as  is  seen  in  malignant 
disease  of  the  breast,  invading  the  axillary  lymphatics,  or 
such  as  is  met  with  in  spurious  elephantiasis,  produces  a  con- 
dition of  things  that  is  widely  different  from  the  appear- 
ances described  above.  In  fact,  all  that  is  known  seems  to 
point  to  the  impossibility  of  considering  the  disease  under 
discussion  as  due  to  lymphatic  blockage  pure  and  simple. 

The  last  theory  to  be  examined  is  that  which  states  that 
these  tumours  are  developed  from  foetal  remains  in  the 
spermatic  cord.  The  so-called  cystic  adenoma  of  the  testis 
is  usually  attributed  to  the  remains  of  the  Wolffian  body 
undergoing  a  late  development  in  the  testis,  and  tumours  of 
similar  constitution  found  in  the  kidney  are  attributed  to  the 
same  cause.  Bearing  in  mind  the  orio-inai  relation  of  the  testis 
and  the  kidney  to  one  another,  it  does  not  seem  improbable 
that  remains  of  the  Wolffian  body  should  be  found  in  the 
spermatic  cord,  and  that  these  undergoing  an  abnormal 
development  should  g"ive  rise  to  the  tumours  under  discussion. 
Although  this  theory  is  not  capable  of  proof  and  although  no 
epithelial  lining  is  found  in  the  cysts,  with  the  one  exception 
reported  by  Steinthal,  yet  the  fact  that  in  one  case  the 
tumour  reached  from  the  top  of  the  testis  to  the  origin  of  the 
spermatic  artery  seems  to  support  the  Wolffian  theory. 
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XXX. — Carcinoma  of  the  Thyroid  Gland.  By  A,  C. 
Hudson,  M.D.,  F.R.C.S.,  introdiTced  by  Mr. 
L.  S.  Dudgeon.     Bead  May  llth,  1906. 

BY  the  courtesy  of  several  of  the  meiubers  of  the  staff  of 
St.  Thomas's  Hospital  I  have  recently  had  the  prmlege 
of  examining  the  notes  and  clinical  material  of  a  somewhat 
remarkable  series  of  cases  of  thyroid  tumour.  Of  these  the 
eight  cases  to  be  first  described  exhibited  features  of  carci- 
nomatous invasion.  In  the  next  six  cases,  although  the 
clinical  history  was  not  characteristic  of  malignant  disease, 
yet  the  histological  structure  of  the  tumours  was  that  of 
carcinoma.  The  two  tumours  which  will  be  described  last 
were  discovered  after  death,  and  had  given  no  evidence  of 
their  existence  during  life. 

Case  1. — M.  J.  H.,  female,  ret.  49.  Under  the  care  of 
Mr.  Glutton. 

Tumour  two  years;  painful  one  month,  without  increase 
in  size;  dysphagia  five  days.  Tracheotomy  performed  for 
urgent  dyspnoea  three  weeks  before  death  by  Mr.  Percy 
Sargent. 

The  tumour  was  contained  within  a  capsule  common  to  it 
and  the  thyroid  gland,  from  which,  however,  it  was  sharply 
marked  off.  Xo  secondary  growths  were  found.  It  proved 
to  be  a  squamous- celled  carcinoma,  the  cells  of  which  did  not 
exhibit  keratinisation.  ]\lr.  Shattock  is  of  opinion  that  it 
originated  from  remains  of  the  thyro-glossal  duct. 

Case  2. — E.  H.,  female,  a^t.  49.  Under  the  care  of 
Mr.  Battle. 

A  tumour  had  been  noticed  in  the  mid-line  of  the  neck  for 
eighteen  months,  and  had  ulcerated  through  the  skin.  At  the 
operation  for  removal  in  October,  1899,  it  was  found  to  have 
infiltrated  the  neighbouring  muscles. 

The  tumour  showed  a  scanty  connective  tissue  with  few 
nuclei  supporting  columnar  epithelial  cells  arranged  so  as  to 
enclose  irregular  spaces,  into  many  of  which  papilliform 
processes  projected.     No  colloid  material  was  seen. 

Six  months  later  the  tumour  recurred,  and  at  the  same 
time  a  tumour  in  the  left  side  of  the  neck  which  had  existed 
about   the  same  time  as   the  central  one  ulcerated  throno-h 
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the  skin,  causing  considerable  haemorrhage.    At  this  time  both 
tumours  were   about  the  size   of  a  lemon,  and  small,  hard, 
glands  could  be  felt  beneath  the  angles  of  both  jaws. 
Subsequent  history  unknown. 

Case  3. — Miss  M.     Under  the  care  of  Mr.  Glutton, 

There  was  a  hard,  nodular  goitre  which  had  existed  for 
fifteen  years,  but  had  caused  no  distress,  and  a  large  glandular 
mass  in  the  right  side  of  the  neck,  which  had  been  noticed 
for  twelve  months.  For  six  weeks  this  had  been  increasing 
rapidly  in  size,  with  signs  of  inflammation,  but  under  the 
influence  of  a  week's  rest  it  diminished  to  half  its  original 
size,  and  became  more  movable.  It  was  then  excised  by  Mr. 
Glutton,  the  operation  involving  resection  of  several  inches 
of  the  internal  jugular  vein. 

Microscopic  sections  of  the  tumour  showed  lymphatic 
glaud  tissue  invaded  by  a  new  growth,  consisting-  of  a  scanty 
connective-tissue  stroma  rich  in  nuclei,  in  which  columnar 
and  cuboidal  epithelial  cells  were  disposed  so  as  to  enclose 
spaces  many  of  which  were  rendered  very  irregular  in  outline 
by  papilliform  ingrowths.  Most  of  them  had  thin  mucinoid, 
a  few  colloid,  contents.  There  was  active  invasion  of  the 
surrounding  tissues  by  the  growth,  side  by  side  with  which 
could  be  seen  at  some  places  a  tendency  to  the  formation  of 
a  capsule  by  compression  of  the  peripheral  parts  of  the  tumour. 

Shortl}'  after  operation  the  voice  became  impaired,  and 
an  iutra-laryngeal  subglottic  growth  was  discovered,  together 
with  signs  of  early  paralysis  of  the  right  vocal  cord.  Sub- 
sequently the  voice  became  normal,  and  the  patient  appeared 
to  recover  complete  health. 

Eight  months  after  operation  the  health  was  not  quite  so 
good,  and  the  intra-laryngeal  groAvth  was  obvious.  Three 
months  later  the  patient  was  able  to  resume  her  occupation 
as  lady's  maid. 

Case  4.— M.  B,,  female,  ajt  49.  Under  the  care  of 
Mr,  Glutton. 

Goitre  twelve  years,  local  and  lancinating  pain  six  months. 
Recently  the  patient  had  completely  lost  her  voice.  Tracheo- 
tomy was  required,  but  the  patient  died  shortly  afterwards. 

The  tumour  was  completely  encapsulated,  except  at  the 
upper  part,  where  irregular  growth  projected  through  the 
capsule. 

Microscopic  sections  showed  in  the  deeper  parts  of  the 
VOL.  XXXIX,  12 
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tumour  polyhedral  and  columnar  epithelial  cells,  arranged 
sometimes  in  solid  masses,  at  others  formiusf  small  alveoli, 
many  of  which  contained  a  colloid  material.  These  epithelial 
groups  were  aggregated  into  lobules,  and  to  some  extent 
separated  from  one  another,  by  a  scanty  connective-tissue 
stroma  with  few  nuclei.  In  the  more  peripheral  parts  of  the 
tumour  the  alveolar  formation  tended  to  be  replaced  by  solid 
epithelial  plugs  and  single  epithelial  cells  of  various  shapes 
and  sizes,  while  the  connective  tissue  became  more  and  more 
embryonic  in  type,  these  changes  being  most  pronounced 
immediately  beneath  the  capsule. 

Case  5. — A.  AV.,  female,  a?t.  64.  Under  the  care  of 
Mr.  Battle, 

Tumour  in  right  side  of  neck  six  months  ;  voice  thick  one 
month;  some  dysphagia. 

At  the  operation  for  removal  the  tumour  was  found  to 
extend  back  between  the  trachea  and  oesojjhagus,  but  was 
apparently  completely  encapsulated.  It  was  pronounced  by 
Mr.  Shattock  to  be  a  carcinoma  composed  of  spaces  filled  with 
glandular  cells  and  invading  the  surrounding  tissues. 

The  patient  enjoyed  subsequent  good  health  for  two  j'ears, 
when  there  was  a  rapid  recurrence  of  the  tumour^  which 
proved  fatal  in  six  months.  Secondary  growths  were  found 
in  the  lungs. 

Case  6. — I  received  the  following  notes  of  the  case  from 
Mr.  Pitts  at  the  beginning  of  this  year  : 

E.  B.,  female,  ret.  47.  Five  years  ago  a  small  tumour  was 
removed  from  the  neck  by  another  surgeon,  and  was  pro- 
nounced to  be  a  carcinoma  of  the  thyroid  gland  containing 
much  fibrous  tissue.  Each  succeeding  year  lymphatic  glands, 
exhibiting  a  gi'owth  exactly  similar  to  the  primary  one,  have 
been  excised  from  the  neck.  Sharp  pain  has  been  noticed  in 
the  left  leg  during  the  last  year.  There  is  now  a  fusiform 
tender  swelling  of  the  lower  end  of  the  left  femur.  A  number 
of  small  glands  can  be  felt  in  the  neck. 

Case  7. — Mrs.  V.,  under  the  care  of  Mr.  Clutton.  A  small 
elastic  tumour,  fixed  to  the  right  side  of  the  cricoid  cartilage, 
had  been  noticed  for  six  Aveeks,  when  removed  in  June,  1905. 
It  was  found  to-be  continuous  with  the  thyroid  gland,  and  to 
have  infiltrated  the  muscles  of  the  neck. 

In  microscopic  sections  (Fig.  21)  the  tumour  was  seen  to  be 
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composed  for  tlie  most  part  of  regular  alveoli,  lined  by 
cubical  or  sub-cubical  epithelium,  and  containing  vacuolated 
colloid  material,  together  with  some  solid  epithelial  masses. 
The  resemblance  to  the  corresponding  structures  met  with  in 
the  normal  thvroid  gland  was  verv  remarkable.     There  Avas  a 


^"^^^1^ 


Ma 


Fig.  21. — .Microscopic  .structiu-e   of   tumour   in    Case  7  of  fii'st  group, 
showing  infiltration  of  sterno-mastoid  muscle  by  thyroid  tissue. 


fairly  abundant  loose  fibrous  connective  tissue.  At  mam- 
points  were  seen  bundles  of  striped  muscle-fibres,  many  of 
them  shrunken  and  atrophic,  completely  surrounded  by  the 
neoplasm. 

There  was  no  evidence  of  recurrence  of  the  tumour  four- 
teen weeks  after  operation. 
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Case  8. — S.  S.,  female,  a3t.  64,  under  the  caro  of  Mr. 
Battle. 

Swelling  in  right  side  of  neck  noticed  six  years,  one  in 
mid-line  noticed  six  months,  and  one  in  left  side  of  neck, 
noticed  one  week.     Dj'spncea  three  months,  no  dysphagia. 

In  the  course  of  the  operation  for  removal  one  tumour 
was  found  to  be  cystic  with  an  indurated  base  and  very 
adherent  to  the  trachea.  Four  days  later  tracheotomy  was 
required.     The  patient  died  a  week  later. 

Microscopic  sections  showed  very  scanty  connective  tissue 
in  wdiich  lay  epithelial  cells,  arranged  partly  in  solid  masses, 
partly  so  as  to  form  colloid-containing  cavities.  There  was 
at  one  part  a  very  dense  capsule,  which  was  apparently  being 
invaded  by  epithelial  processes  arising  both  from  epithelium 
imbedded  in  the  capsule  and  from  the  more  central  parts  of 
the  tumour. 

In  the  group  of  six  cases  to  be  next  described,  although 
the  clinical  history  in  all  cases  Avould  seem  to  negative  the 
view  that  the  patients  were  victims  of  malignant  disease,  yet 
the  microscopic  structure  of  the  tumours  removed  was  pro- 
nounced by  Mr.  Shattock  to  be  that  of  carcinoma.  In  no 
case  epithelial  invasion  of  the  tumour  capsule  could  be  seen. 
In  all  the  cases  the  supporting  connective  tissue  was  of  finely 
fibrillated  texture,  with  a  very  few  elongated  nuclei,  and 
capillary  blood-vessels  were  very  numerous. 

Case  1. — A.  N.,  female,  ast.  32,  under  the  care  of  Mr. 
Makins. 

Tumour  the  size  of  a  turkey's  egg,  which  had  been  grow- 
ing for  eight  years,  but  had  caused  no  urgent  pressure 
symptoms,  enucleated  May,  1905.  Ten  months  later  the 
patient  was  in  good  health. 

The  tumour  was  composed,  for  the  most  part,  of  irregularly 
arranged  columns  of  large  polyhedral  cells,  w^ith  practically 
no  lumen-formation  or  colloid. 

Case  2. — C.  W.  T.,  male,  ^et.  42,  under  the  care  of  Mr. 
Cuthbert  Wallace. 

Tumour  wdiich  had  been  noticed  for  ten  Aveeks,  and  was 
found  to  involve  the  whole  of  the  left  lobe  of  the  gland, 
removed.  The  tumour  was  of  friable  consistence,  and  there 
was  no  tumour  capsule.  The  gland-capsule  which  enclosed 
it  was  not  removed.  The  patient  was  quite  well  seven 
months  later. 
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The  tuinoui"  consisted,  for  the  most  part,  of  polyhedral 
epithelial  cells  arrano-ed  in  solid  groups  and  columns.  There 
were  some  narrow  tubules  with  colloid  contents. 

Case  3. — F.  H.,  female,  ast.  25,  under  the  care  of  Mr. 
Glutton. 

Deaf  mute,  Avhose  aspect  was  somewhat  suggestive  of 
cretinism. 

Tumour,  which  had  been  noticed  for  twenty  years, 
removed  in  July,  1903.  There  was  no  normal  thyroid  tissue 
overlying  it.     Two  yeai's  later  the  patient  was  in  good  health. 

The  tumour  consisted  chiefly  of  polyhedral  epithelial 
cells,  arranged  almost  entirely  in  solid  groups.  Occasionally 
a  central  lumen  could  be  seen,  with  granular  contents  quite 
distinct  from  colloid. 

Case  4. — L.  P.,  female,  «t.  28,  under  the  care  of  Mr.  Pitts. 

The  neck  had  always  been  large,  more  noticeably  so  for 
the  last  eleven  years.     Slight  dyspncea. 

In  December,  1903,  the  isthmus  and  left  lobe  of  the 
thyroid  gland  were  removed.  The  left  lobe  Avas  found  to 
contain  multiple  adenomata.  The  tumour  in  the  isthmus  was 
composed  chiefly  of  columnar  epithelial  cells  arranged  to 
some  extent  in  solid  masses,  but  for  the  most  part  enclosing- 
tubular  spaces  containing  a  coarsely  granular  material  and  a 
certain  amount  of  matter  resembling  a  much  vacuolated 
colloid. 

In  March,  1906,  more  than  two  years  later,  the  patient 
was  in  excellent  health. 

Case  5. — M.  A.  L.,  female,  tet.  47.  Under  the  care  of 
Mr.  Ballance. 

Swelling  in  neck  for  four  or  five  years,  increasing  more 
rapidly  for  two  or  three  weeks.  Pressure  symptoms  for  two 
or  three  years,  more  pronounced  during  the  last  ten  weeks. 

The  tumonr  was  removed  in  June,  1904,  by  Professor  von 
Mickulicz.  It  contained  epithelial  cells  of  polyhedral  colum- 
nar and  cubical  form,  very  atypically  arranged,  some  in  solid 
masses,  others  enclosing  spaces,  many  of  which  contained 
masses  of  colloid.  In  August,  1905,  the  patient  was  in  rather 
poor  health,  but  there  were  no  signs  of  recurrence  of  the 
tumour.  In  March,  1906,  she  wrote  that  she  was  feeling  very 
poorly,  and  that  there  was  some  pain  in  the  throat. 
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Case  6. — J.  S.,  female,  a3t.  34.  Under  the  care  of  Mr. 
H.  B.  Kobinson. 

Tumour  the  size  of  a  hen's  egg,  which  had  been  noticed 
to  be  growing  for  three  years,  and  had  caused  symptoms  of 
pressure  for  one  year,  enucleated  in  January,  1905. 

Microscopic  sections  of  the  tumour  exhibited  epithelial 
cells  of  very  irregular  form,  many  of  Avhich  appeared  to  be 
scattered  broadcast  through  the  connective-tissue  stroma, 
while  others  were  aggregated  into  solid  groups  or  surrounded 
spaces  containing  a  vacuolated  colloid  material. 

In  March,  1906,  sixteen  months  after  operation,  the 
patient  wrote  that  her  health  had  deteriorated,  and  that  there 
was  cramp-like  pain  in  the  right  side  and  beneath  the  right 
scapula. 

The  two  last  tumours  to  be  described  were  discovered  in 
the  post-mortem  room,  and  had  given  rise  to  no  symptoms 
during  life. 

Case  1. — Tumour  about  the  size  of  a  small  cherry  found 
in  the  right  lobe  of  the  thyroid  gland  of  a  man  set.  18, 
Avho  had  died,  after  a  week's  illness,  from  purulent  menin- 
gitis, following  middle-ear  disease.  The  right  internal  jugular 
vein  had  been  ligatured  and  divided. 

The  centre  of  the  tumour  was  necrotic.  Outside  this  was 
seen  an  epithelial  growth,  consisting  of  large  columnar  and 
cubical  cells  enclosing  spaces,  the  outline  of  which  was  in 
some  cases  simple,  whilst  in  others  it  was  rendered  extremely 
complex  by  the  presence  of  papilliform  ingroAvths.  The  con- 
tents of  these  spaces,  where  such  could  be  seen,  consisted  for 
the  most  part  of  a  thin,  mucinoid  material;  in  a  few  cases 
colloid  was  present.  The  supporting  connective  tissue  was 
richly  nvicleated.  In  the  more  peripheral  part  of  the  tumour 
was  a  thick  zone  of  fibrous  tissue,  into  which  epithelial  pro- 
cesses Avere  pushing  their  way,  the  invasion  being  associated 
with  connective-tissue  proliferation  and  immigration  of  leuco- 
cytes. 

Casr  2. — The  patient  was  an  elderly  Avoman,  who  had  died 
from  retro-uterine  sarcoma.  The  tumour  Avas  about  the  size 
of  a  cherry,  and  exhibited  a  structure  similar  in  its  main 
features  to  that  of  the  tumour  last  described. 

A  study  of  the  histological  characters  of  the  capsule  of 
a  simple  adenomatous  thyroid  tumour  affords  CA'idence  that 
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this  structure  is  formed  as  the  result  of  a  connective-tissue 
proliferation  at  the  margin  of  the  tumour,  involving  both  the 
peripheral  ])ortion  of  the  new  growth  and  the  neighbouring- 
normal  gland-tissue  and  the  subsequent  compression  during 
the  growtli  of  the  tumour  of  the  tissues  so  involved.  As  a 
result  epithelial  cells,  which  at  one  time  formed  constituents 
of  the  more  central  portions  of  the  tumour,  become  included 
betweeu  the  layers  of  the  capsule,  where  they  exhibit  usually 
a  somewhat  atrophic  appearance  and  a  linear  arrangement  in 
conformity  with  the  lamination  of  the  capsule. 

I  would  suggest  that  the  connective-tissue  proliferation 
referred  to  above  as  accompanying  the  epithelial  growth  is  au 
evidence  of  an  interreaction  between  the  growing  epithelial 
cells  and  the  connective  tissues,  by  means  of  which,  under 
ordinary  circumstances,  a  certain  state  of  equilibrium  as 
regards  growth  is  maintained.  A  disturbance  in  this  equi- 
librium might  be  conceived  to  give  rise  to  just  such  a  condition 
of  epithelial  growth  as  has  been  described  iu  the  last  two 
tumours,  and  to  be  responsible  for  the  phenomenon  of  the 
supervention  of  a  malignaut  character  in  a  thyroid  tumour, 
which  has  for  years  existed  as  an  encapsulated,  apparently 
innoceut,  growth.  Moreover,  it  would  seem  possible  to  expand 
the  hypothesis  so  as  to  afford  an  explanation  of  those  cases 
which  have  been  recorded  in  which  a  primary  tumour  and  its 
metastases  have  exhibited  a  different  degree  of  malignancy 
and  such  a  phenomenon  as  the  partial  encapsulation  of  au 
obviously  malignant  tumour  to  which  attention  was  called  in 
one  of  the  cases  described  above. 


COXCLCSIONS. 

(1)  That  thyroid  carcinoma  is  probably  somewhat 
commoner,  not  infrequently  pursues  a  more  protracted  course, 
and  is  more  amenable  to  surgical  treatment  than  is  perhaps 
generally  believed. 

(2)  That  the  disease  is  very  frequently,  if  not  always,  the 
manifestation  of  a  change  in  type  of  an  apparently  innocent 
encapsulated  tumour,  a  fact  which  will  reinforce  other  indica- 
tions for  the  removal  of  such  a  tumour. 

(3)  That  difficulty  is  likely  to  be  experienced  in  correctly 
estimating  the  degree  of  malignancy  of  an  epithelial  thyroid 
tumour  solely  from  the  type  and  arrangement  of  the  epi- 
thelial cells. 

(4)  That  the  most  impoi'tant  aids  in  the  diagnosis  of  the 
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iiialiguaucY  of  tliese  tumours  are  clinical  evidences  of  the 
character  of  local  extension  and  the  formation  of  metastatic 
growth  and  microscopic  evidence  of  malignant  invasion  of 
the  capsule  and  surrounding  tissues. 

(5)  That  it  is  important  in  microscopic  examination  of 
thyroid  tumours  not  to  mistake  epithelial  cells  -which  have 
been  passively  included  in  the  capsule  during  the  process  of 
its  formation  for  cells  invading  it  from  -within. 

(6)  That  the  behaviour  of  epithelial  thyroid  tumours 
appears  to  be  governed  by  some  interreaction  between  the 
epithelial  and  connective-tissue  cells,  -which  is  liable  to  vary 
in  character  in  diiferent  individuals  and  in  different  regions 
and  at  different  periods  in  the  life-history  of  one  individual. 
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XXXI. — A  Case  of  Perforated  Gastric  Ulcer  treated  hij 
Evisceration  and  Irriqatioii.  Recovery.  By  E.  W. 
RouGHTON,  M.D.,  B.S.,  F.R.C.S.  Bead  Mai/  Uth, 
1906. 

ADELA  M.,  fet.  26,  enjoyed  good  health  and  was  free  from 
indigestion  until  the  middle  of  January,  1906.  She  then 
began  to  suffer  from  pain  after  food.  On  the  morning  of 
January  31st  she  felt  better  than  usual  and  had  breakfast  at 
9.30.  At  1 2.30  mid-day  she  was  seized  with  violent  abdominal 
pain  and  vomited  several  times.  During  the  course  of  the 
afternoon  she  Avas  seen  by  Dr.  Beauchamp  Hall,  who  dia- 
gnosed a  perforation  and  sent  her  to  the  Eoyal  Free  Hospital. 
On  admission  she  was  pale  and  collapsed  and  in  grent  pain. 
Abdomen  tender  all  over,  not  moving  with  respiration,  not  dis- 
tended.    Liver  dulness  impaired,  not  abolished. 

Operation  at  6  p.m.,  about  five  and  a  half  hours  after  the 
onset  of  symptoms  of  perforation. 

The  abdomen  w^as  opened  about  an  inch  to  the  right  of  the 
middle  line  by  a  six-inch  incision,  the  rectus  being  dis- 
placed outwards.  No  gas  escaped  on  opening  the  peritoneum, 
but  there  was  a  good  deal  of  thin  yelloAv  turbid  fluid ;  this 
was  not  localised  to  the  stomach  region,  but  was  soiling  all 
parts  of  the  peritoneum.  The  stomach  being  brought  into 
view,  a  perforation  one  eighth  of  an  iiich  in  diameter  w^as  at 
once  discovered  on  the  anterior  surface  of  the  stomach  nearer 
the  lesser  curvature  and  cardiac  end.  It  was  easily  closed 
with  two  rows  of  Lembert  sutures.  The  extravasated 
stomach  contents  were  then  mopped  up  wath  gauze  swabs, 
but  as  the  infection  was  more  or  less  general  it  was  deemed 
advisable  to  flush  out  the  abdominal  cavity.  With  this  object 
the  incision  w^as  extended  downwards  nearly  to  the  pubes,  the 
small  intestines  turned  out  and  received  into  a  hot  sterile  towel, 
and  a  stream  of  sterile,  normal  saline  at  107'^  F.  directed  into 
Douglases  pouch.  When  the  pelvis  was  full  the  lotion  ran  up- 
wards along  the  kidney  pouches,  round  the  hypochondriac 
regions,  over  the  front  of  the  stomach,  and  out  of  the  upper  end 
of  the  incision,  thus  travelling  in  exactly  the  reverse  direction  to 
that  in  which  the  stomach  contents  had  extravasated  into  the 
abdomen.  When  the  fluid  came  out  clean,  the  coils  of  intestine 
were  thoroughly  washed  and  some  flakes  of  lymph  wiped  off. 
The  excess  of  lotion  was  then  squeezed  out  of  the  abdomen 
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by  pressing  on  tlie  abdominal  wall  and  the  peritoneal  cavity 
wiped  dry  witli  large  gauze  swabs ;  each  viscus  and  every 
])art  of  the  peritoneum  except  the  lesser  sac  was  thoroughly 
dried.  The  intestines  were  replaced  and  the  abdominal 
cavity  filled  up  with  a  fresh  quantity  of  saline  fluid.  The 
abdominal  wound  was  then  closed  with  three  layers  of  sutures, 
no  drainage  being  employed;  the  operation  lasted  fifty-one 
minutes  from  induction  of  anaesthesia  to  the  application  of 
dressings.  At  the  end  of  the  operation  the  patient's  g-eneral 
condition  was  better  than  at  the  beginning,  the  pulse  being 
slower  and  stronger. 

The  patient  made  an  uninterrupted  recovery,  the  tem- 
perature never  rising  above  100°  F. 

My  object  in  bringing  this  case  before  the  Society  is  to 
draw  attention  to  the  method  of  cleansing  the  peritoneal 
cavity  in  cases  of  perforation  of  a  hollow  viscus.  All  surgeons 
are  agreed  that  when  the  extravasation  is  localised  it  is 
better  to  use  swabs  and  to  avoid  irrigation,  the  latter  method 
being  apt  to  disseminate  the  infection.  But  when  the  Avhole 
peritoneal  cavity  is  more  or  less  soiled  swabbing  is  inadecpiate, 
and  it  is  necessary  to  irrigate.  In  my  opinion  irrigation  can 
only  be  satisfactorily  done  when  the  small  intestines  have 
been  turned  out.  Many  surgeons  dread  to  do  this  for  fear  of 
shock,  but  I  think  the  amount  of  shock  caused  by  this  method 
has  been  over-estimated  :  in  the  case  now  related  it  seemed 
to  produce  no  shock  at  all.  A  jDoint  of  some  importance  is  to 
commence  the  irrigation  in  Douglas's  pouch,  so  that  as  the 
lotion  pervades  other  parts  of  the  peritoneum  it  may  be 
travelling  in  the  opposite  direction  to  that  taken  by  the 
extravasated  stomach  contents.  In  this  way  the  risk  of 
spreading  the  infection  is  diminished. 

1  do  not  think  it  is  any  use  trying  to  drain  the  peritoneum 
in  these  cases,  as  the  places  occupied  by  the  tubes  soon 
become  shut  off  by  adhesions.  If  the  peritoneum  has  been 
effectively  cleansed  drainage  is  unnecessary. 

The  abdominal  incision  must  be  long  enough  to  give  very 
free  access  to  all  parts  of  the  abdomen.  It  should  be  made 
an  inch  or  more  to  one  side  of  the  middle  line,  the  rectus 
being  displaced  outwards.  At  the  end  of  the  operation  the 
anterior  and  posterior  sheath  of  the  rectus  should  be  sutured 
separately,  the  undamaged  muscle  sliding  back  into  place 
between  the  two  layers  of  suture.  This  method  does  not  add 
appreciably  to  the  length  of  the  operation  and  minimises  the 
risk  of  ventral  hernia. 
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XXXII. — A  Case  of  Coiivplete  Removal  of  a  Multilocular 
Cijstic  Tumour  of  the  Pancreas;  Colo-colic  Anasto- 
mosis sixteen  days  later ;  Recovery.  By  John  D. 
Malcolm,  F.E.C.S.Edin.     Read  May  11,'  1906. 

THE  case  here  recorded  is  the  second  in  which  I  have  been 
J-  so  fortunate  as  to  be  able  to  remove  completely  a  multi- 
locular cystic  tumour  of  the  pancreas.  The  patient,  a  Jewess, 
ffit.  50,  felt  something-  move  in  her  abdomen  and  was  very 
sick  about  six  months  before  she  sought  medical  advice. 
This  disturbance  soon  passed  off  and  she  "  forgot  "  about  the 
"  lump,"  but  she  began  to  lose  flesh  and  strength  at  that 
time.  A  month  before  I  saw  her  she  fainted  and  was  very 
pale  for  the  following  week.  The  faeces  were  "  like  ink  "  for 
three  days  and  then  resumed  their  natural  colour.  Apparently 
there  had  been  a  hasmorrhage  into  the  upper  part  of  the 
alimentary  tract.  The  patient  again  became  conscious  of 
something  abnormal  in  her  abdomen,  and  consulted  Dr.  Basil 
Morison,  who  sent  her  to  me. 

Her  general  condition  was  good,  the  urine  Avas  normal, 
and  the  bowels  acted  well  without  medicine.  There  was  an 
oval,  hard  tumour  in  the  left  side  of  the  upper  abdomen 
measuring  about  four  inches  in  its  lateral  diameter  and 
rather  more  from  above  downwards.  It  had  considerable 
mobility,  exactly  resembling  that  of  a  large  loose  kidney,  the 
greatest  fixity  being  towards  the  spine.  The  percussion  note 
over  the  most  prominent  parts  -was  dull  before  and  behind, 
the  area  of  dulness  varying  with  the  position  of  the  tumour. 
I'he  right  kidney  was  somewhat  mobile.  I  diagnosed  a 
malignant  growth  in  a  loose  left  kidney,  the  capsule  of  which 
had  not  yet  ruptured. 

At  the  Samaritan  Free  Hospital,  on  April  26,  1905,  I 
opened  the  abdominal  cavity  by  an  incision  outside  the  left 
rectus  muscle,  llie  transverse  colon  was  displaced  down- 
wards and  pressed  forwards  by  a  growth  which  was  seen 
between  it  and  the  stomach.  There  was  only  one  layer  of 
serous  membrane  over  the  tumour,  which  apparently  had 
developed  to  the  left  of  the  lesser  sac  of  the  peritoneum. 
The  kidney  was  in  normal  position  behind  the  neoplasm  and 
the  tail  of  the  pancreas  lay  across  the  upper  inch  or  i-ather 
more  of  its  anterior  sui-face,  being  intimately  attached  to  it. 

Many  vessels  over  the    tumour   were   ligatured    as    they 
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Avere  divided  and  the  mass  was  gTadually  freed  without  much 
loss  of  blood  until  its  only  attachment  was  to  the  pancreas. 
I  cut  into  this  gland  so  as  to  get  the  whole  growth  away. 
The  pancreatic  tissue  bled  freely,  but  it  showed  no  friability 
and  ligatures  applied  to  it  held  well.  A  large  vein,  quite  a 
third  of  an  inch  in  diameter,  was  cut  across  and  there  was  a 
profuse  hgemori-hage  for  a  moment,  but  both  ends  were 
secured  in  forceps  and  safely  tied.  When  the  pancreas  Avas 
released  it  immediately  turned  round  so  that  its  anterior 
aspect  presented  unharmed.  Evidently  the  new  growth  had 
arisen  from  the  posterior  surface  of  the  gland  and  rather 
from  the  upper  part  of  it.  The  fact  th-.it  the  pancreas  had 
been  incised  gave  rise  to  no  subsecpient  trouble.  In  enucleat- 
ing the  tumour  both  layers  of  the  transverse  meso-colon  were 
divided,  and  the  edges  of  the  inferior  layer  were  brought 
together  by  sutures.  A  drainage-tube  was  inserted  through 
an  incision  below  the  twelfth  rib,  the  anterior  abdominal 
wound  was  closed,  and  healing  gave  no  trouble. 

From  the  first  there  was  considerable  distress  caused  by 
vomiting  and  retention  of  flatus.  The  bowels  acted  when 
enemata  were  given,  but  every  attempt  to  give  the  patient 
a  sufficient  quantity  of  food  was  followed  by  symptoms  of  a 
partial  obstruction  of  the  bowel,  and  there  was  an  increasing 
tendency  to  intestinal  distension.  A  great  deal  of  peristaltic 
movement  became  visible  in  the  epigastric  and  umbilical 
regions  and  down  almost  to  the  pubes.  I  thought  that  the 
small  intestine  was  adherent  somewhere,  probably  to  the 
wound  of  the  transverse  meso-colon,  and  as  the  patient  was 
losing  ground,  the  abdomen  was  reopened  on  the  sixteenth 
day  after  the  operation. 

It  was  then  obvious  that  the  large  intestine  was  at  fault, 
and  that  the  difliculty  was  caused  by  an  unusually  acute 
angle  at  the  splenic  flexure,  the  mobility  of  the  transverse 
colon  being  interfered  with  by  adhesions  between  it  and  the 
anterior  abdominal  wall.  The  ascending  and  transverse 
colons  were  elongated,  distended,  and  tortuous  so  as  to  fill 
the  area  where  peristalsis  had  been  visible.  The  adhesions 
were  separated,  a  lateral  anastomosis  was  made  between  the 
transverse  and  descending  colons,  and  flatus  esc-iped  freely 
from  the  rectum  a  few  hours  after  the  operation.  There  was  for 
a  time  a  tendency  for  fjBces  to  collect  in  the  colon,  but  there 
were  no  further  urgent  symptoms,  and  the  patient,  who  had 
liecome  very  etnaciated,  gradually  put  on  flesh  :nid  left  the 
hospital  on  July  3,  1905. 
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I  saw  her  on  March  13,  1906,  when  her  general  health 
was  good  and  the  bowels  acted  regularly  without  medicine. 
She  complained  of  a  dragging  jDain  in  the  right  side,  and 
the  right   kidney  was  much  more  mobile  than  it  had  been. 


Fig.  22. — Cystic  ti;iuoiir  of  the  pancreas. 

Dr.  Morison  informs  me  that  the  pad  and  belt  which  were 
ordered  have  made  the  patient  quite  comfortable.  There  is 
at  present  no  sign  of  a  recurrence. 

One  half  of  the  tumour  is  preserved  in  the  Museum  of  the 
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Royal  Colleg-e  of  Surgeons,  and  Mr.  Sliattock  lias  kindly 
given  me  tlie  following-  description  of  it  (see  Fig.  22)  : 

"  The  tumour  is  of  spheroidal  form,  lowly  lobular  on  the 
surface,  and  measures  about  4h  inches  by  05  inches  in  its 
chief  diameters.  The  cj^sts  of  which  it  is  almost  entirely 
constructed  vary  in  size,  the  largest  of  the  w*hole  being  about 
3  inches  across.  Between  a  few,  sharplj^-edged  apertures  of 
communication  exist,  these  being-  due  apparently  to  partial 
disappearance  of  the  intervening  walls. 

"  In  the  cut  surface  between  certain  of  the  cysts  there 
occur  a  few  areas  of  more  solid  tissue,  though  such  are 
nowhere  of  very  considerable  extent. 

"  The  other  half  of  the  specimen  was  used  for  microscopic 
purposes.  From  this  two  of  the  chief  portions  of  solid  tissue 
having  the  general  character  of  those  shown  in  the  half 
preserved  were  selected  for  histological  examination.  One  of 
the  microscopic  preparations  was  cut  so  as  to  include  portions 
of  a  cyst ;  the  latter  was  lined  with  an  epithelium  of  columnar 
cells. 

"The  solid  pieces  themselves  differed  somewhat  in  structure. 
In  one  the  substance  Avas  fibrous,  containing-  glandular  spaces 
in  jjrocess  of  cystic  distension.  Some  of  the  proper  glandular 
tissue  suggested  that  of  the  pancreas. 

"In  places,  however,  it  was  quite  atypical,  the  cells,  which 
were  of  larg-e  size  and  not  compressed  from  cirrhosis,  being- 
devoid  of  any  true  glandular  order  and  disposed  in  solid, 
groups  after  the  manner  of  a  carcinomatous  lesion.  This 
indication  was  confirmed  in  the  sections  of  the  second  piece 
of  solid  tissue,  a  triangular  area  about  three  quarters  of  an 
inch  along  each  of  its  sides.  The  structure  shown  here  Avas 
of  large  polyhedral  cells,  some  of  striking  size,  and  with  more 
than  a  single  nucleus." 

Unfortunately,  the  tumour  wns  kept  in  spirit  for  some  time 
and  the  characters  of  its  fluid  contents  were  not  determined. 

The  other  case  in  which  I  removed  a  multilocular  cj'st 
of  the  pancreas  is  already  published,"^  but  may  be  shoi-tly 
re-stated.  A  woman,  a3t.  49,  noticed  an  enlarging  swelling 
for  seven  months.  A  diagnosis  of  hydronephrotic  kidney 
was  made,  but  a  tumour  measuring  6  inches  in  its  longest 
diameter  and  having'  the  same  relations  as  in  the  case  above 
reported  was  removed.  Its  connections  were  not  so  vascular, 
except  those  to  the  pancreas.  It  consisted  of  two  large  and 
several  soialler  cysts,  into  some  of  which  blood  had  been 
*  Med.  Soc.  Trans.,  vol.  xxi,  j).  97. 
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cffusetl.  The  mixed  fluid  from  several  cysts  was  strongly 
amylolytic.  There  was  practically  no  solid  tissue.  This  tumour 
is  also  in  the  Colleg-e  of  Surgeons'  Museum,  No.  2834a,  and 
Mr.  Sliattock  found  '*'  no  evidence  of  malignancy  "  in  it.  The 
patient  made  a  good  recovery,  and  was  alive  and  well  five 
years  after  the  operation. 

Mr.  Shattock  has  directed  my  attention  to  a  case  of  ''  Cystic 
Adenoma  of  the  Pancreas,"  published  by  Mr.  W.  Watkins 
Pitchford,*  and  to  a  paper  on  "  Multilocular  Cystoma  of  the 
Pancreas'"  by  Dr.  Reginald  H.  Fitz.  Mr.  Pitchford's  case 
was  that  of  a  woman,  tet.  29,  who  had  an  abdominal  tumour 
growing  for  two  years  and  causing  inci'easing  dyspepsia  and 
pain  in  the  back. 

It  was  about  the  size  of  a  cocoanut,  mesial  in  position, 
with  considerable  mobility.  The  transverse  colon  was  found 
below  the  tuinour  near  the  pubes.  A  layer  of  peritoneum  was 
torn  through,  and  after  a  second  layer  was  divided  the 
tumour  was  shelled  out  with  comparative  ease.  Recovery  was 
uneventful.  The  growth  is  preserved  in  the  Museum  of  the 
Eoyal  College  of  Surgeons,  No.  A  2835.  It  weighed  2  lb. 
2i  oz.  and  was  a  multilocular  cystoma,  having  three  or  four 
cysts  attached  to  the  main  mass  by  a  pedicle.  The  cystic 
spaces  varied  in  size  from  5  cm.  in  diameter  downwards. 
The  liquid  in  the  cj'sts  was  inodorous,  transparent,  of  an  olive- 
brown  colour,  with  a  specific  gravity  of  1020,  alkaline  in 
reaction,  and  containing  cholesterine  ;  it  showed  no  amylo- 
Ij'tic,  fat-splitting,  or  tryptic  properties.  The  walls  consisted 
mainly  of  bundles  of  tibrous  tissue  Avitli  foci  of  more  actively 
growing  connective  tissue.  The  cj'stic  spaces  were  lined  with 
short  columnar  cells,  with  well-marked  nuclei  near  their 
basal  ends.  In  the  connective  tissue  there  were  clusters  of 
cells  of  polyhedral  form  and  furnished  with  special  deeply 
stained  nuclei.  In  two  sections  typical  gland-tissue  was 
encountered.  In  one  this  appeared  "  as  the  cross-section  of  a 
tubular  structure  lined  with  columnar  epithelium  and  having" 
no  lumen.  In  the  other  a  distinct  lobulus  is  seen  in  the 
gland-loculi,  of  which  the  cells  are  of  a  polyhedral  form,  with 
clear  cell-body."  Owing  to  the  position  of  the  tumour,  and 
especially  on  account  of  its  microscopic  appearances,  it  was 
Considered  of  pancreatic  origin,  "  being  probably  developed 
very  early  in  life  in  some  outlying  fragment  or  accessory 
portion  of  the  gland." 

*  Path.  Trans.,  vol.  liv,  j).  354. 


180  Mr.  John  D.  Malcolm's  Case  of 

Mr.  H.  H.  Glutton  lias  publislied^  a  case  which,  in  the 
details  of  the  operation,  resembled  the  foregoing  so  closely 
that  it  must  be  mentioned  here,  although  the  cyst  was 
unilocular.  A  woman,  tet.  38,  had  a  swelling  in  the  left  side 
of  the  abdomen  at  the  age  of  twenty-two,  there  being  a  history 
of  a  squeeze  of  the  part  when  she  was  sixteen.  Thirteen  years 
later,  after  a  miscarriage,  there  was  a  severe  dragging  pain 
on  the  left  side,  with  nausea  and  flatulence.  Some  twenty 
months  hiter  2^  drachms  of  pale  yellow  fluid,  Avhich  became 
nearly  solid  on  boiling,  were  withdrawn  through  a  fine  cannula 
from  a  globular  mobile  tumour,  which  then  disappeared.  It 
was,  however,  again  discovered  after  another  eighteen  months, 
and  the  patient  came  under  Mr.  Clntton's  care  for  operation. 
All  the  organs  appeared  to  be  healthy,  the  right  kidney  Avas 
mobile,  and  there  was  no  evidence  "  that  the  left  kidney  was 
not  in  its  normal  position."  The  relations  of  the  tumour  were 
exactly  as  in  my  cases.  When  the  great  omentum  Avas 
divided  "the  globular  cyst  was  at  once,  and  quite  easily, 
lifted  out  through  the  wound  on  to  the  abdominal  parietes, 
bringing  with  it,  but  without  any  traction,  the  tail  of  the 
pancreas."  It  was  necessary  to  cut  through  pancreatic  tissue 
in  order  to  lemove  the  cyst.  A  Gstula  followed,  and  a 
large  quantity  of  fluid  Avas  discharged  through  a  drainage- 
tube.  This  gradually  ceased,  and  the  patient  Avas  discharged 
quite  Avell  seven  and  a  half  weeks  after  the  operation.  The 
CA^st  is  preserved  in  St.  Thomas's  Hospital  Museum,  No. 
1414a. 

Professor  Dunstan  examined  the  fluid  from  the  cyst  and 
a  specimen  of  the  discharge  collected  on  the  fifth  day.  The 
latter  A\'as  a  true  pancreatic  secretion.  The  cyst  fluid  closely 
resembled  it,  but  did  not  emulsify  fat,  couA^ert  starch  into 
grape-sugar,  or  digest  fibrin. 

The  tumour  Avas  regarded  as  probabl}^  a  pure  retention 
cyst  of  the  pancreas.  But  the  four  cases  aboA^e  recorded 
shoAv  a  remarkable  resemblance  to  each  other,  an-d  seem  to 
illustrate  different  phases  of  one  pathological  condition. 
Mr,  Glutton's  case  was  unilocular.  My  first  case  (the  second 
recorded  above)  Avas  multilocular,  AAdthout  solid  tissue;  in  my 
second  case  there  Avas  a  small  amount  of  solid  matter,  and 
in  the  case  published  by  Mr.  AV^atkins  Pitchford  the  solid 
material  is  in  much  larger  quantity.  There  seem,  therefore, 
to  be  reasons  for  regarding  all  four  as  cystic  new  growths. 

*  St.  Thomas's  Hospital  Reports,  vol.  xxi. 
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Dr.Fitz,*  setting  aside  inflammatory  conditions,  collected  all 
the  cases  of  "  benign  multilocular  cysts  of  pancreatic  origin" 
■which  lie  could  find.  These  were  as  follows:  (1)  Bozeman 
[New  York  Med.  Journ.,  1882,  vol.  xxi,  p.  46)  removed  from  a 
woman,  set.  42,  a  multilocular  cyst  containing  2^  gallons  of 
brown  liquid.  Garrigues  {Med.  Record,  1882,  vol.  xxi,  p.  286) 
described  this  tumour  and  showed  that  the  cysts  were  lined 
by  cylindrical  or  polygonal  epithelium,  and  the  resemblance 
to  ovarian  cysts  was  noted.  (2)  Riedel  {Arch,  f  hlin.  Chir., 
1885,  vol.  xxii,  p.  994)  recorded  the  case  of  a  woman,  set.  45, 
in  which  the  cyst  existed  nine  years.  It  filled  the  abdo- 
men and  was  supposed  to  be  an  ovarian  tumour  before  the 
operation.  Ten  litres  of  brown  fluid  were  drawn  off  by 
puncture  and  the  tumour  was  removed.  The  cysts  had 
adenoid  projections  from  their  walls  and  were  lined  by  cylin- 
drical epithelium.  In  some  there  were  papillary  elevations,  as 
in  ovarian  cysts. 

(3)  Paltauf  {Zeitschr.f.  HeilJc.,  1886,  vol.  vii,p.  19)  found  a 
tumour  twice  the  size  of  a  man^s  fist,  apparently  continuous  with 
the  pancreas,  in  the  body  of  a  woman  who  died  of  mammary 
cancer.  It  contained  a  thick,  slimy,  greyish-brown  fluid. 
There  were  two  projecting  cystic  masses  on  its  surface.  The 
cysts  were  lined  by  cylindrical  epithelium  and  the  pancreatic 
duct  was  found  within  the  gland. 

(4)  Kuhnast  {Inaug.  Diss.,  Breslau,  1887,  p.  77)  published 
the  case  of  a  man,  £et.  51,  in  whom  the  body  of  the  gland  was 
made  up  of  cysts,  one  as  large  as  a  medium-sized  apple. 
Almost  the  entire  gland  was  transformed  into  fibroid  tissue. 
There  is  no  evidence  that  there  was  any  new  growth  in  this  case. 

(5)  Martin  {Virchow's  Arch.,  1890,  pp.  120,  230)  reported 
a  case  in  which  a  tumour  the  size  of  an  egg  was  observed  in 
a  woman,  get.  21.  When  she  was  thirty-four  the  tumour  had 
become  the  size  of  a  man's  head  and  was  thought  to  be  an 
ovarian  cystoma.  An  exploratory  operation  showed  that  the 
mass  was  behind  the  transverse  colon  and  the  abdomen 
was  closed.  Martin  operated  when  the  woman  was  fifty 
years  old.  The  tumour  then  filled  the  abdomen  and  15  litres 
of  a  thick  brown  fluid  were  withdrawn.  The  mass  was 
removed,  leaving  a  stump  the  size  of  two  fingers.  The  wall 
of  the  tumour  contained  many  cysts  lined  with  cylindrical 
epithelium. 

(6)  Gussenbauer  {Prag.  med.  Woch.,  1891,  vol.  xvi,  p.  865) 
related  a  case  in  which  he  drained  a  pancreatic  cyst  in  a 
*  The  American  Journal  of  the  Medical  Sciences,  'New  Series,  vol.  cxx,  p.  184. 
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woman  get.  28.  Some  months  later  the  patient  died  of 
phthisis.  The  left  half  of  the  pancreas  consisted  of  a  collec- 
tion of  cysts  lined  with  cylindrical  epithelium.  The  pancre- 
atic duct  Avas  opened  from  the  duodenum  to  the  cysts. 

(7)  Thiraloix  and  du  Pasquier  {Bidl.  de  la  Soc.  Anat., 
1892,  vol.  Ixvii,  p.  310)  related  a  case  in  which  the  whole 
gland  consisted  of  a  mass  of  cysts  and  there  was  no  constric- 
tion of  the  duct  of  Wirsung.  In  these  tAvo  cases  also  there  is 
no  evidence  of  the  existence  of  a  new  growth. 

(8)  Cibert  {Gaz.  des  Hoii.,  1896,  vol.  Ixix,  p.  347)  described 
a  tumour  removed  by  Poncet  from  a  woman  a3t.  26.  The 
growth  existed  four  years  and  was  the  size  of  an  adult  head. 
It  consisted  of  a  large  cyst  with  smaller  cysts  in  its  wall. 
These  were  lined  with  cylindrical  epithelium. 

Dr.  Fitz's  own  case  was  that  of  a  man,  [fit.  36,  who  had  a 
rapidly  growing  tumour  in  the  left  side  of  the  upper  abdomen 
causing  indigestion  troubles  and  extreme  weakness  although 
the  patient  gained  in  weight.  A  cyst  of  the  pancreas  was 
diagnosed  and  Dr.  M.  Richardson  cut  down  on  and  excised  it. 
Diseased  portions  of  what  was  supposed  to  be  the  pancreas, 
but  havinsr  a  malio-nant  look,  were  removed  with  the  tumour. 
The  patient  was  sent  home  six  weeks  later  with  a  sinus  and 
slight  discharge.  The  growth  was  described  as  a  htemor- 
rhagic  cystadenoma.  The  contents,  a  reddish-brown  fluid, 
contained  blood,  but  no  pancreatic  ferment.  Some  of  the 
cavities  contained  projecting  papilliform  growth  and  many 
were  lined  by  cylindrical  epithelium.  Occasionally  the  distri- 
bution of  the  epithelial  cells  suggested  the  acini  of  the 
pancreas,  but  the  normal  structure  of  the  gland  was  not  seen. 
In  some  sections  a  tendency  to  atypical  growth  of  epithelial 
cells  was  apparent.  The  cells  were  of  a  cylindrical  character 
but  by  no  means  of  an  uniform  size,  shape,  and  arrangement. 
They  were  grouped  in  a  tubular  form,  but  often  presented  an 
irregular  alveolar  appearance.  The  tumour  was  considered 
to  be  on  the  border-line  between  a  proliferating  cystoma  or 
cystadenoma  and  a  cystomatous  carcinoma. 

Dr.  Fitz  also  referred  to  a  case  recorded  by  Hartmann 
{Cong.  FranQ.  de  Chir.,  1881,  p.  618)  in  which  a  pancreatic 
cyst  was  drained.  The  patient  died  six  months  later.  The 
entire  body  and  tail  of  the  pancreas  formed  a  polycystic  mass 
and  Gilbert  regarded  the  condition  as  representing  a  cystic 
epithelioma.  Cancerous  nodules  were  found  in  the  liver.  In 
describing  this  case  reference  was  made  to  one  described  by 
Danot  and  Gilbert  {Etudes  sur  les  Maladies  du  Foie,  Paris, 
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1888)  which  was  regarded  as  a  tubular  pancreatic  epithelioma, 
Avith  secondary  growths  in  the  liver. 

A  case  closely  resembling  mine  in  many  details  Avas 
published  by  Dr.  L.  H.  Dunning  of  Indianapolis.*  He 
removed  a  multilocular  cystic  tumour  which  was  attached  to 
the  pancreas  and  was  mistaken  for  a  left  hydronephrosis. 
Under  microscopic  examination  "  somewhat  regularly  formed 
acini  lined  by  epithelium  "  were  seen.  "  While  this  adven- 
titious tissue  was  not  typical  of  pancreatic  tissue,  it  might 
pass  for  such." 

These  tumours  are  rare,  my  two  specimens  and  that 
described  by  Mr.  Watkins  Pitchford,  being  the  only  examples^ 
in  the  Museum  of  the  Royal  College  of  Surgeons.  More- 
over, in  some  of  the  cases  collected  by  Dr.  Fitz  the  abnormal 
condition  appears  to  have  arisen  from  dilatations  of  the 
pancreatic  ducts,  and  not  as  a  new  growth. 

It  has  been  suggested  that  some  tumours  closely  resembling 
those  described  above  and  found  in  the  neighbourhood  of  the 
pancreas  do  not  arise  from  that  gland  but  from  remnants  of 
the  Wolffian  body.  Professor  Monprofit  has  described  t 
a  large  cystic  tumour  Avhich  was  so  firmly  attached  to  the 
spleen  and  to  the  tail  of  the  pancreas,  that  it  was  necessary 
to  remove  both  to  complete  the  operation,  from  which  the 
patient  made  a  good  recovery.  The  microscopic  and  other 
characters  of  the  neoplasm  constituted  the  chief  grounds 
for  believing  that  the  tumour  did  not  originate  in  the  pancreas. 
On  the  same  grounds,  in  my  two  cases,  the  tumours  Avould  be 
definitely  attributed  to  this  gland  as  their  site  of  development. 
The  first  contained  strongly  amylolytic  fluid,  and  was  certainly 
not  a  retention  cyst,  whilst  the  microscopical  characters  of 
the  second  were  suggestive  of  the  proper  structure  of  the 
pancreas.  There  can  be  no  doubt,  therefore,  that  cases  do 
occur  in  which  the  connections,  and  structure,  and  contents  of 
the  tumours  clearly  indicate  that  they  are  of  pancrentic  origin. 
The  diagnosis  of  these  removable  multilocular  cysts  of  the 
pancreas  is  very  difficult.  The  fact  of  their  being  removable 
involves  the  presence  of  sufficient  pancreatic  tissue  to  prevent 
symptoms  arising  from  destruction  of  the  gland.  In  both  my 
cases,  and  in  others  to  which  I  have  referred,  the  tumours 
were  mistaken  for  renal    growths,    and   this    error    may   be 

*  The  American  Journal  of  Obstetrics,  1905,  p.  101. 

t  "  Ablation  d'un  Kyste  dii  Corp  Wollf  avec  Pancreatectomie  Partiale  et 
Splenectomie/'  par  Prof.  A.  Monprofit  (cV Angers),  Gaz.  Med.  de  Paris,  March 
12,  1904. 
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hardly  avoidable.  When  the  neoplasm  has  been  more 
median  in  position  it  has  frequently  been  mistaken  for  an 
ovarian  cystoma,  and  I  think  that  Dr.  Fitz's  case  is  the  only 
one  that  was  diagnosed  as  pancreatic  before  being  operated 
upon. 

When  it  is  possible  these  tumours  should  be  removed. 
Although  the  operations  were  not  easy,  there  were  no  impor- 
tant manipulative  difficulties  in  my  cases,  and  drainage  of  a 
multilocular  cyst  cannot  be  really  curative.  Moreover  in 
several  cases,  including  the  first  above  recorded,  the  micro- 
scopic appearances  of  the  growth  were  those  of  a  carcinoma, 
for  which  nothing  but  complete  removal  can  be  of  any  use. 
The  subsequent  history  of  such  cases  is  of  much  interest  and 
I  therefore  hope  to  be  able  to  record  my  patient's  condition 
on  some  future  date. 
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XXXIII. — Case  of  Thromhosis  of  the  Abdominal  Aorta. 
By  Francis  H.  Hawkins,  M.D.  Uead  May  25, 
1906. 

MARTHA  P.,  eet.  56,  a  married  -woman  with  a  grown-up 
family,  was  admitted  into  hospital  under  iny  care  on 
May  3,  1904,  complaining  of  "  pain  and  numbness  of  the  legs, 
with  inability  to  Avalk/' 

Previous  Jiistoi-y. — Patient  had  rheumatic  fever  when 
seventeen  years  old  and  typhoid  when  she  was  thirty-nine, 
and  she  has  on  several  occasions  suffered  from  bronchitis. 
This  patient  was  under  my  care  as  an  out-patient  in  December, 
1900,  and  from  my  notes  made  at  that  time  I  find  she  com- 
plained of  "  pains  in  the  head,  giddiness,  and  a  feeling  of 
pitching  forward  and  reeling  about  when  walking."  She 
further  complained  of  pains  all  over,  especially  down  the 
right  side  and  across  the  back.  At  that  time  she  could  walk. 
The  heart  was  described  as  normal.  Her  last  period  was  in 
June,  1900.  I  could  not  detect  any  evidence  of  actual 
disease  and  regarded  the  case  as  a  "  climacteric  neurosis." 
Under  treatment  she  improved,  the  pains  subsided,  and  the 
last  note  made  was,  "  Pains  better,  but  patient  states  that  she 
feels  crippled  from  head  to  foot  and  does  not  gain  strength." 
She  subsequently  ceased  attending*,  and  I  saw  nothing  of  her 
until  her  admission  to  the  hospital. 

History  of  present  attack. — Four  months  previous  to 
admission  while  standing  at  her  work  she  was  suddenly 
seized  with  cramp-like  pain  in  her  right  leg;  subsequently  the 
pain  became  shooting  in  character  and  was  so  severe  that 
she  went  to  bed.  During  the  time  she  was  in  bed  pains, 
first  cramp-like,  then  shooting,  were  felt  in  the  left  leg-,  but 
these  pains  were  never  so  severe  as  those  in  the  right  leg. 

After  remaining  in  bed  for  one  month,  the  pains  having 
improved,  patient  got  up  and  she  could  walk  about,  but  dur- 
ing the  last  mouth  she  has  not  been  able  to  walk  without 
assistance. 

On  admission  it  was  noted  that  the  patient  was  a  big, 
stout,  fat  woman,  and  on  examination  there  was  nothing 
abnormal  in  the  appearance  of  the  legs ;  the  skin  was  of  the 
ordinary  colour,  not  unduly  pale  and  not  mottled.  There 
was  no  oedema  of  the  legs   (and  I  may  here  remark  that  on 
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being*  asked  the  patient  stated  that  she  had  never  had  anj'' 
swelling  of  the  legs  and  had  never  snffered  from  htemoptysis) . 
On  palpation  both  legs  were  exquisitely  tender,  especially  the 
calf  of  the  right  leg,  and  on  firm  pressure  patient  said  we 
hurt  her  very  much. 

The  knee-jerks  were  present  and  there  was  no  ankle-clonus. 

While  lying  in  bed  both  the  legs  could  be  moved  in  all 
directions,  the  patient  could  stand  without  assistance,  but  she 
could  not  walk,  though  when  supported  on  either  side  she 
could  shuffle  along  for  a  short  distance. 

Heart. — The  apex  beat  was  normal  in  position,  no  murmur 
was  heard,  but  the  first  sound  at  apex  was  short  and  sharp. 

Urine. — No  albumen. 

Further  notes. — The  patient  made  no  improvement ;  on  the 
contrary,  she  became  worse.  The  hyper^esthesia  and  analgesia 
of  the  legs  became  more  marked.  The  patient  frequently 
wept  and  was  greatly  depressed.  On  June  4th  (one  month 
after  admission)  about  seven  o'clock  in  the  morning  the 
patient  called  the  nurse  to  her,  saying  that  her  legs  had 
become  quite  numb  and  that  she  felt  very  ill.  The  house- 
physician  was  sent  for,  and  one  hour  later  when  he  again  saw 
the  patient  the  legs,  which  at  seven  o'clock  were  quite  cold, 
were  now  quite  pallid,  having,  as  he  described  it,  "a  post- 
mortem appearance." 

The  lips  were  blue,  hands  cold,  pulse  at  wa'ist  feeble. 
Pulse  in  the  femoral  arteries  could  not  be  felt  on  either  side. 
The  patient  now  complained  of  a  severe  pain  over  the 
abdomen  and  she  commenced  to  vomit.  When  I  saw  her 
later  in  the  day  she  was  still  vomiting  and  the  abdomen  was 
greatly  distended.  The  patient  gradually  became  worse  and 
died  on  June  5th  at  7.55,  about  twenty-four  hours  after  first 
feeling  her  legs  becoming  quite  numb. 

Necropsii  (from  notes  by  Mr.  Thomas,  house  physician). — 
Rigor  mortis  Avell  marked.  Abdomen  much  distended,  dis- 
coloration around  the  umbilicus.  On  opening  the  abdomen 
it  was  noted  that  the  abdominal  wall  was  very  thick  (fat). 
The  intestines  were  distended,  dark  in  colour,  with  many  areas 
almost  black.  On  incising  mesentery  the  vessels  were  seen  to 
be  occluded. 

Kidneys. — Capsules  adherent,  vessels  engorged,  eai'ly 
cirrhotic  changes.     Several  recent  infarcts  in  both  kidneys. 

Liver. — Discoloured  (greenish)  patches  of  emphysema 
under  capsule. 

Spleen. — Enlarged  and  hard,  no  infarcts. 
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Heart. — Left  ventricle  small,  wall  liypertrophied.  The 
mitral  valve  is  stenosed ;  the  opening  only  admits  the  end  of 
the  little  finger. 

Aorta. — On  palpation  the  femoral  and  iliac  arteries  felt 
firm,  as  also  did  the  aorta  at  its  bifurcation.  On  opening 
their  arteries  they  were  seen  to  be  filled  with  a  blood-clot 
which  in  the  aorta  extended  up  to  the  mesenteric  arteries. 
Just  above  the  bifurcation  of  the  aorta  a  calcareous  plate  was 
seen  on  the  posterior  surface. 

Remarks. — Several  points  of  interest  arise  from  this  case. 
Firstly,  was  this  a  case  of  primary  thrombus  forming  at  the 
bifurcation  of  the  aorta  around  or  upon  the  calcareous  plate  ? 
or  was  there  originally  an  embolism  lodging  at  the  bifurca- 
tion and  the  thrombus  of  secondary  formation?  In  favour 
of  the  latter  view  we  have  sudden  onset  of  cramp-like  paius  in 
the  right  leg',  the  evidence  of  an  old  infarct  in  the  right 
kidney,  and  the  presence  of  mitral  stenosis.  In  favour  of  the 
former  view  Ave  have  a  gradual  onset  of  pains  in  the  left  leg" 
and  a  gradual  appearance  of  weakness  of  the  legs  and  in- 
ability to  walk.  Whichever  view  we  may  take  we  must,  I  think, 
conclude  that  the  symptoms  were  due  to  the  gradual  forma- 
tion of  a  thrombus,  which  finally  produced  complete  occlusion 
of  the  aorta,  and  emboli  as  evidenced  by  the  recent  infarcts  in 
the  renal  and  mesenteric  vessels,  which  latter  caused  death 
before  gangrene  of  the  exti'emities  could  supervene.  Welch, 
writing  on  this  subject,  says  that  in  fifty-nine  cases  of  plugging 
of  the  abdominal  aorta  that  he  had  collected  mitral  stenosis 
existed  in  twenty,  and  in  classifying  these  cases  he  placed 
nearly  all  of  those  associated  with  mitral  stenosis  under  em- 
bolism, but  he  adds  :  "I  am  not  disinclined,  in  spite  of  the  rapid 
onset  of  symptoms  and  frequently  co-existent  infarctions,  to 
interpret  many  of  them  as  primary  thrombosis  of  the  aorta.^'  In 
only  two  or  three  of  the  cases  was  there  any  evidence  of  a  throm- 
bus in  the  left  ventricle  or  the  aorta  above  the  plug,  and  he 
further  adds  :  "  An  embolus  large  enough  to  occlude  the  lower 
end  of  the  aorta  could  not  pass  through  the  contracted  mitral 
orifice." 

The  second  point  of  interest  is,  To  what  cause  must 
we  attribute  the  paraplegia,  or  weakness  and  inability  to 
walk?  On  examining  this  patient,  while  I  thought  the  sym- 
ptoms pointed  more  to  a  peripheral  than  a  central  lesion,  I 
came  to  the  conclusion  that  it  was  neither,  but  that  the  con- 
dition was  a  functional  one,  although  I  was  by  no  means 
satisfied  with  my  conclusion. 
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"We  are,  I  think,  still  somewhat  in  the  dark  as  to  whether 
ischtemia  of  the  cord  or  isch?emia  of  the  peripheral  nerves 
and  muscles  is  the  cause  of  the  paraplegia  in  these  cases,  and 
I  may  perhaps  again  quote  Welch  on  this  matter.  He  writes  : 
"  There  is  no  direct  observation  to  support  the  opinion 
that  the  paraplegia  following  embolism  or  thrombosis  of 
the  abdominal  aorta  in  human  beings  is  caused  by  ischfemia 
of  the  cord,  so  that  the  old  explanation  which  refers  it  to 
ischasmia  of  the  peripheral  nerves  and  muscles  has  the  most  in 
its  favour."      I  regret  the  cord  in  this  case  was  not  examined. 

The  third  point  of  interest  is  the  mode  of  death.  Apparently 
most  of  the  patients  suffering  from  occlusion  of  the  abdominal 
aorta  died  from  gangrene  of  the  extremities ;  in  only  one  of 
the  59  cases  collected  by  Welch — a  case  described  by 
Jurgens — w^as  there  hfemorrhagic  infarctions  of  the  intestines. 
In  the  59  cases  above  referred  to  30  w^ere  in  females 
and  27  in  males ;  the  ages  varied  from  one  at  nineteen  to  one 
at  sixty-one,  most  cases  occurring  between  thirty  to  forty  and 
fifty  to  sixty.  Dr.  J.  H.  Bryant,  writing  on  this  subject  in 
Allchin's  Manual  of  Medicine,  says  :  "  There  w^ere  only  four 
in  the  G-uy's  Hospital  Records  spread  over  a  period  of  forty- 
seven  years,"  and  regards  it  as  an  extremely  rare  condition. 
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XXXIV. — A.  Series  of  Cases  in  u-liicli  Pulmonarn  Emho- 
lism appeared  to  he  due  to  the  Displacement  of  a 
Thromhiis  in  the  Main  Trvnlc  of  the  Pulmonary  Artery. 
By  Chaeles  R.  Box,  M.D.     Read  May  25,  1906.  ' 

THE  interest  of  the  seven  cases  Avliich,  by  the  courtesy  of 
my  colleagues  at  St.  Thomas's  Hospital,  I  am  now 
enabled  to  report  lies  in  the  fact  that  they  appear  to  exemplify 
a  class  in  which  the  formation  of  a  thrombus  in  the  main 
trunk  of  the  pulmonary  artery  is  succeeded  by  embolism  in 
the  same  trunk  or  in  one  of  its  primary  subdivisions. 

There  is  strong  presumption  that  in  most,  if  not  all,  of 
them  a  clot  had  formed  in  the  pulmonary  stem,  and  that  this 
clot,  becoming  detached  from  its  anchorage  in  the  heart  or 
vena  cava,  was  carried  towards  the  bifurcation  of  the  artery, 
where,  becoming  coiled  upon  itself,  it  occluded  the  orifices  of 
the  main  branches  of  the  vessel.  The  process  may  be  described 
as  pulmonary  embolism  by  a  displaced  pulmonary  thrombus. 

Judging  from  j)ost-mo7-tem  room  experience,  an  occurrence 
such  as  this  cannot  be  exceedingly  rare,  and  doubtless  has 
been  observed  before.  Yet  little  or  no  allusion  to  it  can  be 
found  in  the  text-books  in  common  use. 

It  is  a  matter  of  common  knowledge  that  emboli  can  be 
derived  from  clots  in  the  lumina  of  the  iliac,  femoral,  or  other 
veins,  and  the  possibility  and  danger  of  such  an  occurrence 
after  childbirth  is  universally  recognised.  The  right  cavities 
of  the  heart  are  also  admitted  as  possible  sites  of  origin  for 
emboli,  but  the  fact  that  an  insidiously  formed  clot  in  the 
pulmonary  artery,  by  becoming  displaced,  may  suddenly  in- 
duce all  the  appalling  phenomena  of  pulmonary  embolism  is 
not  generally  recognised.  In  fact,  the  only  references  to 
this  sequence  of  events  which  I  have  been  able  to  find  are  as 
follows : 

Bristowe,  in  his  Theory  and  Practice  of  Medicine,  writes 
that  clots  in  the  pulmonary  artery  "  may  form  Avithout  pain, 
and  cause  little  or  no  distress  until,  by  some  displacement  of 
them  or  by  the  sudden  coagulation  of  the  blood  still  circulating 
between  them  and  the  walls  of  the  tube  where  they  lie,  they 
suddenly  bring  the  pulmonary  circulation,  and  with  that  life 
itself,  to  a  stop." 

Dr.    Newton    Pitt    {Pathological    Transactions,  vol.  xliv), 
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when  analysing  cases  of  pulmonary  thrombosis  from  the 
records  of  Guy's  Hospital,  found  twenty-six  cases  of  embolism 
of  the  pulmonary  artery.  Referring  to  these,  he  says,  ''In 
many  cases  the  only  evidence  for  calling  the  clots  emboli 
was  the  belief  that  this  was  the  orthodox  view  to  take,"  and 
urges  that  all  the  evidence  tends  to  show  that  many  sucli 
clots  are  formed  initially  in  the  pulmonary  arteries  and  should 
be  labelled  thrombi. 

Di-.  Aufrecht,  in  Nothnagel's  Encyclo'psedia,  makes  the 
following  statement :  "  Among*  other  sources  of  emboli  are 
to  be  considered  the  inner  surface  of  the  right  heart  and 
the  pulmonary  artery,  with  its  main  branches,"  but  he  goes 
on  to  add  that  "from  the  latter  the  thrombus  has  to  be 
carried  some  distance  before  it  is  liable  to  lead  to  occlusion 
of  the  vessels." 

To  Play  fair  is  due  the  credit  for  drawing  attention  to 
the  frequency  of  pulmonary  thrombosis  as  distinct  from 
pulmonary  embolism.  His  observations  related  mainly  to 
puerperal  cases,  and  he  pointed  out  that  pulmonary  throm- 
bosis occurs  before  the  lapse  of  a  fortnight  after  delivery, 
whilst  embolism  (from  pelvic  veins)  does  not  occur  until 
after  the  nineteenth  day,  the  clot  needing  some  time  to 
become  softened  and  detached. 

A  perusal  of  the  cases  of  thrombosis  related  by  Playfair 
leaves  no  doubt  in  my  mind  that  some  of  them  were  of 
precisely  the  same  nature  as  those  noAV  recorded,  but  his 
explanation  of  the  onset  of  symptoms  is  different  from  the 
one  now  advanced.  He  says :  "  The  history  of  many  cases 
tends  to  show  that  the  obstructing  clot  was  present  for  a 
considerable  time  before  death,  aud  that  it  was  only  when 
some  sudden  exertion  was  made^  such  as  rising  from  bed  or 
the  like,  calling  for  an  increased  supj^ly  of  blood,  which  could 
not  j)ass  through  the  occluded  arteries,  that  fatal  symptoms 
manifested  themselves." 

Further,  it  appears  from  his  writings  that  Playfair  believed 
all  clots  originating  in  the  pulmonary  artery  to  be  "  white, 
dense,  and  homogeneous,  or  firm  at  the  periphery,  and  possibly 
softened  at  the  centre."  Consequently,  he  looked  upon  cases 
where  the  clot  had  a  different  appearance  and  was  not 
laminated  or  uniformly  decolorised  as  examples  of  embolism. 
This  evidently  landed  him  in  a  position  of  some  difficulty,  for 
he  says:  "It  must  be  admitted  that  the  anatomical  peculiarities 
of  the  coagula  will  by  no  means  always  enable  us  to  trace 
them  to  their  true  origin.     In  many  cases  emboli  may  escape 
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detection  by  tlieir  smallness  or  from  tlie  quantity  of  fibrin e 
surrounding  tliem." 

My  contention  is  that  clots  of  the  red  and  mottled  variety 
can  and  do  form  in  the  heart  and  pulmonary  stem  during 
life.    The  following  case  may  be  cited  in  support  of  this  view  : 

E.  H.,  ajt.  70,  died  three  days  after  exploration  of  a  left- 
sided  renal  tumour.  The  pulmonary  artery  was  occupied  by 
a  considerable  length  of  clot,  which  also  extended  into  its 
finer  branches.  The  clot  was  laminated  and  not  adherent ; 
it  consisted  of  a  central  core,  decolorised  and  softening, 
encased  by  a  shell  of  darker  and  firmer  coagulum.  The 
surface  of  the  latter  was  mottled  with  yellow  patches.  The 
clot  was  not  coiled  up  in  any  way.  The  abdominal  tumour 
was  a  left  hydronephrosis,  due  to  compression  of  the  ureter 
by  an  abnormal  renal  vein.  In  this  case  the  clot  had 
evidently  formed  in  situ  and  certainly  Avas  not  of  the  lami- 
nated, decolorised  variety. 

The  following  are  brief  summaries  of  the  clinical  histories 
and  the  results  of  'post-mortem  examination  of  the  cases,  most, 
if  not  all,  of  which  I  regard  as  instances  of  pulmonary 
embolism  succeeding  pulmonary  thrombosis.  In  each  case 
the  presence  of  a  clot  in  the  systemic  veins,  from  which  an 
embolus  might  conceivably  be  derived,  was,  as  far  as  possible, 
excluded. 

Case  1. — Cellulitis  of  leg ;  inihnonary  thrombosis  succeeded 
by  indmonary  embolism. — M.  M.,  set.  50,  a  lighterman,  was 
admitted  to  hospital  on  August  20,  1899,  with  cellulitis  of  the 
lower  limb.  The  condition  was  treated  by  free  incisions  and 
the  wounds  were  granulating  well  when,  eighteen  days  later, 
and  without  warning,  the  patient  had  a  convulsive  fit,  became 
cyanosed,  and  suffered  with  intense  dyspnoea.  The  pulse 
became  rapid  and  feeble,  and  death  ensued  fifteen  minutes 
from  the  commencement  of  the  seizure. 

At  the  autopsy  the  head,  neck,  and  shoulders  were  deeply 
cyanosed,  and  the  veins  of  the  head  and  neck  much  engorged. 
The  air-passages  were  clear,  but  the  lungs  were  engorged  and 
oedematous.     They  showed  no  signs  of  infarction. 

The  heart  was  generally  enlarged  and  thickly  coated  with 
fat.  The  right  ventricle  was  opened  before  the  heart  Avas 
disturbed,  and  the  incision  prolonged  into  the  pulmonary 
artery.  A  large  clot  was  found  coiled  up  in  the  main  trunk 
of  the  latter,  effectually  blocking  it.  The  clot  was  chocolate- 
coloured   and   tenacious;    it    was    a    little    thicker   than    an 


192  Dr.  Charles  R.  Box's  Cases  of 

ordinary  cedar-wood  pencil,  and  of  uniform  colour  throughout. 
Distally  it  extended  into  the  terminal  ramifications  of  the 
pulmonary  vessels.  The  complete  clot  was  10  inches  in  length. 
It  was  in  no  way  adherent  to  the  vessel-wall,  but,  at  the  same 
time,  was  certainly  of  some  standing.  The  supposition  was 
that  it  had  formed  gradually  in  the  pulmonary  trunk  and 
right  ventricle  and  then,  its  cardiac  end  becoming  detached, 
had  become  impacted  in  the  pulmonary  stem.  The  inferior 
vena  cava,  the  iliac,  and  the  femoral  veins  contained  no  clot 
at  all,  but  the  length  of  the  pulmonary  embolus  may  indicate 
that  it  was  formed  in  one  of  these  veins. 

The  myocardium  was  pale,  somewhat  mottled,  and  very 
friable.  There  were  a  few  subserous  hemorrhages  on  the 
inner  surface  of  the  left  ventricle.     No  clots  in  the  heart. 

The  liver  was  slightly  cirrhosed,  the  spleen  large  and 
soft,  and  the  kidneys  engorged.  The  brain  with  its  membranes 
and  vessels  appeared  healthy.  The  incisions  in  the  right  leg- 
below  the  knee  had  either  healed  or  were  rapidly  granu- 
lating up. 

Case  2. — Severe  hums  of  abdomen,  thighs,  and  genitals; 
'pulmonary  thrombosis  followed  by  pulmonary  embolism. — 
R.  A.,  set.  45,  whilst  under  the  influence  of  drink,  placed  a 
lighted  pipe  in  his  pocket  and  fell  asleep.  He  sustained 
extensive  burns  of  the  abdomen,  penis,  scrotum,  and  thighs. 
He  was  admitted  to  hospital  on  June  6,  1900,  and  five  days 
later  the  burns  were  skin-grafted  under  ether.  The  operation 
took  an  hour,  and  the  next  morning  the  patient  appeared 
quite  well,  but  at  eight  the  same  evening,  twenty-two  hours 
after  the  operation,  he  was  seized  with  severe  dyspnoea, 
became  collapsed,  and  died  in  ninety  minutes. 

At  the  post-mortem  examination,  on  opening  the  right 
ventricle  and  the  pulmonary  artery,  a  firm  and  slightly 
decolorised  clot  was  discovered  just  above  the  pulmonary 
valves.  It  was  coiled  up,  and  effectually  blocked  the  artery. 
The  clot  when  uncoiled  measured  nearly  4  inches  in  length, 
and  was  not  quite  \  inch  in  diameter.  The  outer  skin  of  the 
clot  was  firmer  than  the  rest,  and  presented  a  mottled  red  and 
grey  appearance.  The  clot  was  elastic  and,  when  stretched, 
showed  slight  lamination.  It  was  very  firmly  impacted  in 
the  pulmonary  artery,  but  was  not  adherent  to  the  wall.  The 
cardiac  valves  were  competent,  the  ventricles  moderately 
dilated,  and  the  myocardium  friable  and  much  mottled  on  its 
interior  surface.     The  heart  contained  no  clot.     The  lower 
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lobe  of  the  right  lung  Avas  very  extensively  infarcted,  and 
presented  a  uniform,  dark,  jelly-like  appearance.  The  other 
lobes  were  dense,  short  of  air,  and  gorged  with  dark  blood. 

The  liver  was  large  and  slightly  congested.  The  kidneys 
were  of  a  deep  chocolate  colour,  swollen,  resilient,  and  full  of 
blood. 

The  wound  area  appeared  quite  healthy,  and  there  was  no 
thrombosis  of  the  iliac  or  pelvic  veins. 

The  brain  was  unduly  firm,  and  the  circle  of  Willis  slightly 
atheromatous. 

Case  3. — Typhoid  fever  ;  sudden  death,  from  pulmonary 
embolism,  the  sequel  of  ptdmonary  thrombosis. — E.  B.,  a  female, 
jet.  21,  was  admitted  in  November,  1900.  She  had  been 
ailing  eighteen  days  and  had  taken  to  bed  for  a  week.  She 
went  through  a  smart  attack  of  typhoid  fever  with  high 
temperatures.  There  was  no  haemorrhage  from  the  bowel. 
On  three  separate  occasions  the  serum  reaction  for  typhoid 
was  doubtful,  but  the  typical  bacilli  were  afterwards  isolated 
from  the  urine. 

At  the  end  of  three  weeks,  when  the  temperature  was 
already  nearly  normal,  an  attendant  attempted  to  lift  the 
patient  from  her  bed,  to  facilitate  which  the  patient  placed 
her  arms  round  the  attendant's  neck.  The  result  of  this 
effort  was  that  the  patient  almost  instantaneously  expired. 

At  the  autopsy  typical  typhoid  ulceration  was  found  in  the 
lower  eighteen  inches  of  the  ileum  and  was  particularly 
extensive  just  above  the  ileo-cascal  valve. 

The  right  ventricle  of  the  heart  was  empty,  but  the 
pulmonary  artery  was  firmly  plugged  by  a  firm  clot  which 
extended  through  its  main  subdivisions  onwards  into  the 
lungs.  The  proximal  end  of  the  clot,  lying  just  beyond  the 
pulmonary  valves,  was  doubled  on  itself  for  nearly  an  inch 
and  firmly  impacted.  The  condition  was  thought  to  have 
been  brought  about  by  a  primary  pulmonary  thrombosis,  the 
coagulum  extending  into  the  right  ventricle  and  by  a  forcible 
contraction  becoming  detached  and  driven  on  into  the 
pulmonary  trunk.  The  clot  was  red  throughout,  but  its 
surface  was  mottled  with  paler  patches  where  it  was  becom- 
ing decolorised.  It  was  not  adherent  to  the  artery.  There 
was  no  separate  embolus  in  the  clot  and  no  source  of  embolism 
could  be  detected  anywhere  in  the  body. 

The  lungs  were  cedematous,  but  not  in  any  way  infarcted 
or  consolidated. 
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The  liver  and  kidneys  showed  the  ordinary  appearances 
of  cloudy  swelling  and  the  spleen  was  large  and  soft. 

Case  4. — Diabetes  mellitus ;  pregnancy;  pulmonary  emho- 
lism  follou-inri  pulmonary  thrombosis. — S.  S.,  a  female  fBt.  37, 
was  admitted  to  hospital  on  December  6th,  1905.  For  four 
months  she  had  noticed  symptoms  suggestive  of  diabetes, 
namely  emaciation,  polyuria,  and  intense  thirst.  She  was  six 
months  pregnant  with  her  sixth  child.  The  amount  of  sugar 
passed  whilst  under  observation  varied  considerably,  once 
reaching  a  maxhnum  of  4000  grains  in  a  day.  Reactions 
indicating  the  presence  of  diacetic  acid  and  of  acetone  were 
sometimes  present,  sometimes  absent.  The  treatment  con- 
sisted of  codeine  and  a  modified  diabetic  diet. 

On  the  morning  of  January  6,  a  month  after  admission, 
she  was  noticed  to  be  rather  cyanosed  and  inclined  to  be 
drowsy.  The  same  evening,  whilst  having  a  bath,  she 
suddenly  complained  of  faintness,  developed  extreme  dys- 
pnoea, and  died  in  fifteen  minutes. 

At  the  autopsy  a  little  regurgitated  food  was  found  in  the 
air-passages.  The  right  side  of  the  heart  and  the  pulmonary 
artery,  the  stem  of  which  was  collapsed  and  flattened,  were 
opened  in  situ.  In  the  distal  portion  of  the  main  pulmonary 
trunk,  immediately  below  the  bifurcation,  lay  a  coiled  mass  of 
clot.  This  when  extracted  was  found  to  have  extended  into 
the  terminal  ramifications  of  the  artery  and  in  all  had  a  length 
of  fifteen  inches.  The  diameter  of  the  thick  end  was  nearly 
half  an  inch.  The  clot  was  firm  and  red,  but  its  surface  was 
mottled  with  buff-coloured  patches.  Part  of  the  clot  extended 
into  the  left  pulmonary  branch  and  part  into  the  right;  the 
portion  in  the  latter  was  doubled  on  itself  and  firmly  w^edged  in. 

As  no  source  for  the  clot  was  found  in  the  pelvic  or  other 
veins  it  was  assumed  that  it  had  formed  in  the  pulmonary 
trunk  and  the  right  heart,  but  had  become  shifted  during 
the  exertions  of  the  bath  which  preceded  death. 

The  lungs  were  dark-coloured,  but  not  infarcted.  The 
heart  on  further  exatnination  proved  healthy  in  all  respects. 

The  liver  was  of  full  size,  dark,  oily-looking  on  section 
and  friable.  The  spleen  was  large,  dark,  and  soft.  The 
kidneys  were  deep  red  and  moderately  swollen ;  pelves  and 
ureters  a  little  dilated.  Pancreas,  thyroid,  and  adrenals 
normal.  The  pregnant  uterus  occupied  the  greater  part  of 
the  belly;  it  showed  nothing  abnormal.  The  brain  was 
healthy. 
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Case  5. — Operation  for  radical  cure  of  inguinal  hernia  ; 
fulmonarij  emholism  following  pHlmonary  thrombosis. — A.  R,, 
aet.  44,  an  iron  turner,  was  admitted  to  hospital  February  9, 
1906.  He  had  a  small  left  inguinal  hernia  which  followed  a 
strain  and  was  of  about  a  week's  duration.  On  February  13, 
under  ethyl  chloride  and  ether,  an  operation  for  radical  cure 
was  performed.  The  wound  healed  by  first  intention.  Six 
days  after  operation  the  patient^  who  was  still  on  his  back, 
but  had  been  singing  and  applauding  a  performance  in  the 
ward,  suddenly  sat  up,  complained  of  great  pain  in  his  heart, 
and  vomited.  He  experienced  a  severe  choking  sensation  and 
became  dj-spnoeic  and  dusky  in  colour.  In  twenty  minutes 
he  was  dead. 

At  the  'post-mortem  examination  the  heart  was  examined  in 
situ.  The  right  ventricle  was  empty  and  when  the  incision 
was  prolonged  into  the  pulmonary  stem  a  much  coiled  clot 
was  found  impacted  at  the  bifurcation,  extending  into  each 
main  branch.  The  clot  Avas  a  little  stouter  than  an  ordinary 
cedar-wood  pencil ;  its  surface  was  mottled,  red,  and  grey ; 
its  consistence  was  firm,  but  on  section  it  was  found  to  be 
softer  in  the  centre,  the  softened  part  being  enclosed  in  an 
outer,  firm  shell.  It  was  not  adherent  to  the  vessel  wall. 
One  end  Avas  somewhat  expanded  and  the  moulds  of  the  semi- 
lunar valves  could  easily  be  recognised  here.  The  clot  had 
evidently  become  dislocated  from  the  main  pulmonary  trunk 
and  had  terminated  life  by  a  process  of  embolism. 

Further  examination  of  the  heart  showed  that  it  was 
uniformly  enlarged  and  the  mj-ocardium  very  friable.  The 
valves  were  competent,  but  there  Avere  a  few  patches  of 
atheroma  in  the  anterior  mitral  ciu'tain. 

The  lungs  were  gorged  Avith  dark  blood,  but  not  infarcted. 
The  apices  contained  some  small  calcareous  nodules  and 
were  adherent. 

The  liver  was  fatty  and  soft,  the  spleen  firm,  dark  red, 
and  rather  large.  The  kidneys  A\-ere  of  cardiac  type,  being 
purple,  tough,  and  slightly  swollen. 

Careful  investigation  failed  to  disclose  any  thrombosis  of 
the  internal  or  external  iliac  veins  or  of  the  inferior  \'ena  cava. 

Case  6. — Operation  for  radical  cure  of  inguinal  hernia; 
pulmonary  embolism  foUoiving  p^dmonary  thrombosis. — F.  F., 
set.  46,  house  painter,  was  admitted  to  hospital  February  14, 
1906.  An  easily  reducible  but  gradually  increasing  hernia 
in  the  right  groin  had  been  noticed  for  five   months.       On 
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February  21,  under  ethyl  chloride  and  ether,  an  operation  for 
radical  cure  was  performed.  Seven  days  later  the  stitches 
were  removed,  the  wound  having  healed  by  first  intention. 
At  6.15  next  moiniing  the  patient  was  seized  with  faintness 
and  dyspnoea.  He  became  restless  and  broke  out  in  a  cold 
sweat,  but  was  not  convulsed.  The  condition  became  rapidly 
worse  and  death  occurred  sixty  minutes  after  the  seizure. 
The  temperature,  which  was  95°  F.  at  the  commencement,  ran 
up  to  103'2°  F.  and  the  pulse  became  much  accelerated 
before  death. 

At  the  autopsy  the  heart  was  examined  in  situ  before 
anything  was  disturbed.  The  right  ventricle  was  relaxed 
and  the  pulmonary  trunk  empty,  but  just  below  the  point  of 
bifurcation  of  the  vessel  lay  a  mass  of  tangled  clot.  The 
proximal  piece  of  this  was  about  an  inch  long  and  five  eighths 
of  an  inch  in  diameter ;  this  was  separate  from  the  rest.  It 
was  succeeded  by  a  long  clot  which  was  tightly  packed  into 
the  orifice  of  each  main  branch  of  the  artery  and  folded  on 
itself.  Both  portions  of  the  clot  were  old,  being  encased  in  an 
outer  tenacious  skin  whilst  the  interior  was  softer.  The  outer 
surfaces  were  mottled  red  and  grey  and  not  at  all  adherent  to 
the  vessel-walls. 

The  incision  in  the  ventricle  was  carried  on  into  the 
superior  vena  cava  and  its  tributaries.  There  was  no  clot  in 
these.  The  incision  was  also  carried  downwards  along  the 
inferior  cava  and  on  into  the  iliac  and  femoral  veins  of  each 
side.  There  was  no  vestige  of  clot  in  any  of  these  vessels. 
The  internal  iliac  and  the  pelvic  veins  were  similarly  free 
from  clot.  It  appeared  probable  that  the  impacted  clot  had 
been  dislodged  from  the  pulmonary  stem  and  the  right 
ventricle  and  had  become  broken,  thus  accounting  for  the 
two  pieces. 

The  heart  was  further  examined  after  removal.  It  con- 
tained no  clots.  The  valves  and  coronary  arteries  were 
healthy,  but  the  myocardium  was  yellowish  and  friable.  The 
liver  was  pale  and  soft.  The  spleen  was  large,  firm,  and 
deeply  congested.  The  kidneys  were  not  large  but  were  firm 
and  purple  like  those  of  old-standing  heart  disease.  All  other 
viscera  were  healthy. 

Case  7.  Malignant  disease  of  cardiac  end  of  stomach; 
ascites;  exi:)loration  of  abdomen  ;  'pulmonary  thrombosis  followed 
by  pulmonary  embolism. — E.  Gr.,  female,  eet.  61,  came  under 
observation  for  ascites  of  doubtful  origin.      An  exploratory 
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incision  revealed  the  presence  of  diffuse  malignant  disease,  so 
after  evacuation  of  the  fluid  the  abdomen  was  closed. 

The  patient^s  progress  was  apparently  quite  satisfactory 
until  the  twelfth  day  after  the  operation,  when  she  suddenly 
gave  a  little  cry  and  fell  back  in  her  bed  dead. 

Post  -  mortem  examination. — The  body  was  extremely 
emaciated.  The  mouth,  fauces,  larynx,  pharynx,  trachea  and 
oesophagus  were  normal.  There  were  a  few  pleural  adhesions 
at  each  apex  and  the  scars  of  past  tuberculosis. 

The  heart  was  examined  in  situ.  The  right  ventricle  was 
flabby  and  the  pulmonary  stem  collapsed.  On  incision  a  little 
red  blood  escaped.  The  first  part  of  the  pulmonary  artery 
was  empty,  but  just  proximal  to  the  bifurcation  lay  a  tangled 
mass  of  reddish  clot.  When  extricated  this  was  found  to 
consist  of  two  pieces,  but  they  evidently  formed  parts  of  the 
same  thrombus.  The  clot  was  about  the  thickness  of  an 
ordinary  cedar- wood  pencil  and  was  enclosed  in  a  firm  outer 
skin  which  was  mottled  and  dry ;  the  interior  was  deep  red. 
The  two  pieces  together  measured  four  and  a  quarter  inches  in 
length.  They  quite  occluded  the  pulmonary  stem  and  reached 
a  short  way  into  its  main  branches.  Beyond  the  clot  the 
pulmonary  arteries  were  empty.  At  the  base  of  the  right 
lung  was  a  small  liEemorrliagic  area.  This  lay  at  the  periphery 
and  was  not  wedge-shaped. 

The  peritoneum,  both  visceral  and  parietal,  was  infiltrated 
with  small  nodules  of  new  growth.  The  primary  growth  was 
in  the  stomach  wall  near  the  cardiac  orifice.  Externally  this 
appeared  as  a  puckered  scar  whilst  internally  it  formed  a  more 
or  less  circular  elevation  the  size  of  a  florin.  It  was  not 
ulcerated.  There  was  no  evidence  of  implication  of  the 
thoracic  duct  or  supra-clavicular  glands.  Neither  the  superior 
nor  inferior  cava,  nor  yet  the  iliac  or  femoral  veins,  showed  the 
slightest  trace  of  thrombosis. 

In  each  of  these  cases  the  onset  of  symptoms  was  sudden 
and  characteristic  of  embolism  rather  than  of  thrombosis.  In 
none  of  them,  before  the  fatal  seizure,  was  there  any 
obtrusive  evidence  of  the  presence  of  the  pulmonary  clot 
which  when  dislocated  caused  death. 

I  say  obtrusive  evidence  because  there  is  reason  to 
believe  that,  in  some  cases  at  all  events,  the  presence  of  such 
latent  thrombosis  may  be  recognised.  The  'premonitory  signs, 
upon  the  recognition  of  which  the  patient's  life  may  depend, 
are   the   development   of   a,   systolic   basic    murmur    in    the 
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pulmonary  area^  as  pointed  out  by  Walslie  and  Playfair,  an 
undue  acceleration  of  the  pulse,  and  in  some  instances  the 
presence  of  slight  cyanosis  and  dyspnoea. 

The  basic  murmur  is  not  always  present.  No  doubt  it  is 
duo  to  the  presence  of  clot  in  the  pulmonary  orifice.  The 
murmur  is  harsh  and  systolic.  A  diastolic  murmur  has  not 
been  recorded  in  this  condition,  for  in  all  probability  the 
closure  of  the  semilunar  valves  on  the  sides  of  the  clot  is 
sufficient  to  prevent  regurgitation.  In  Case  5  the  impression 
of  the  valves  could  easily  be  recognised  on  the  clot  which  was 
extracted  from  the  point  of  bifurcation  of  the  pulmonary 
trunk.  In  a  case  of  pulmonary  thrombosis,  secondary  to  ear 
disease,  which  occurred  in  St.  Thomas's  Hospital  in  1902,  and 
which  I  had  the  opportunity  of  examining  j^ost-mortem,  the 
development  of  a  harsh  systolic  pulmonary  murmur  was 
noticed  during  the  progress  of  the  affection,  and  after  death 
pulmonary  clot  was  found  which  extended  from  the  right 
ventricle  through  the  valves  into  the  artery.  I  have  not 
included  this  case  with  those  now  reported  because  it  does  not 
illustrate  the  process  of  secondary  embolism  with  which  this 
communication  is  concerned. 

If  the  pulmonary  clot  is  sufficiently  extensive  to  reach 
through  the  tricuspid  orifice  into  the  auricle,  which  at  times 
it  does,  a  tricuspid  murmur  might  conceivably  result.  In  one 
of  the  cases  reported  by  Playfair  a  loud  systoHc  murmur  was 
heard  at  the  junction  of  the  fourth  and  fifth  ribs  with  the 
sternum.  In  this  case  with  the  subsidence  of  the  dyspnoea 
the  murmur  disappeared.  The  patient  ultimately  succumbed, 
but  no  po-^t-mortein  examination  was  obtained. 

It  has  been  pointed  out  by  the  older  writers  on  thrombosis 
that  acceleration  of  the  pulse-rate  often  accompanies  throm- 
bosis of  veins  at  the  periphery  of  the  body.  When  the 
pulmonary  artery  is  in  part  occluded  Ave  should  also  expect 
this  acceleration  to  occur.  Only  one  of  my  cases  affords  any 
evidence  bearing  on  this  :  in  the  jDatient  with  typhoid  fever 
the  pulse-rate  was  charted  and  a  decided  quickening  was 
noticed  for  a  day  or  two  before  the  fatal  issue. 

Again,  when  the  lumen  of  the  pulmonary  artery  is  to  any 
degree  narrowed  owing  to  the  presence  of  a  thrombus,  it  is 
probable  that  the  limitation  of  the  blood-supply  to  the  lungs 
will  produce  a  moderate  degree  of  dyspnoea  and  possibly 
cyanosis  in  addition.  In  the  case  of  the  patient  Avith  diabetes 
the  presence  of  slight  cyanosis  was  particularly  noticed  on  the 
morning  of  the  day  on  which  the  fatal  event  occurred.     If  the 
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significance  of  this  sign  had  been  rightly  understood,  precau- 
tions might  have  been  taken  which  Avould  have  prevented  the 
appalling  accident  which  occurred  later.  There  is  also  recorded 
in  Vol.  XIH  of  the  Obstetrical  Society's  Transactions  a  case  of 
apparently  simple  pulmonary  thrombosis  in  which  the  face 
assumed  a  livid  purple  hue. 

An  analysis  of  the  symptoms  presented  after  the  emholism 
has  occurred  shows  that  in  two  cases  death  was  practically 
instantaneous  and  that  in  all  the  others  dyspnoea,  usually 
accompanied  by  more  or  less  cyanosis,  was  the  prominent 
symptom.  In  addition,  severe  cardiac  pain  was  experienced 
in  one  case  and  the  onset  accompanied  by  vomiting,  whilst  in 
another  there  was  an  initial  convulsion.  Later  on  signs  of 
pulmonary  infarction  may  arise. 

The  mechanism  of  these  symptoms  offers  interesting 
matter  for  speculation.  In  those  cases  where  death  is  abso- 
lutely sudden  and  also  in  those  where  it  is  so  nearly  instan- 
taneous that  the  patient  has  barely  time,  before  the  fatal 
issue,  to  exclaim,  to  borrow  Aufrecht's  phrase,"  I  choke ! 
I  die  ! "  the  end  is  due  to  syncope.  This  is  probably  brought 
about  by  the  complete  blockage  of  the  pulmonary  trunk 
and  consequent  cessation  of  cardiac  action.  But  it  is  also 
possible  that  it  is  due  to  reflex  cardiac  inhibition.  Drs.  Russell 
and  Brodie  performed  a  sei'ies  of  experiments  with  the  object 
of  ascertaining  which  of  the  afferent  fibres  of  the  vagus  nerve 
are  most  potent  in  causing  reflex  stoppage  of  the  heart. 
They  found  [Journal  of  Physiology,  vol.  xxvi,  1900-1901)  that 
in  this  respect  the  effect  of  stimulation  of  the  pulmonary 
fibres  was  much  more  decided  than  that  of  the  cardiac  fibres 
themselves.  Stimulation  of  the  pulmonary  branches  at  the 
root  of  the  lung  caused  typical  arrest  of  ventricular  contrac- 
tion, arrest  of  respiration,  and  inhibition  of  the  vasomotor 
centre,  with  considerable  fall  of  blood-pressure.  Dr.  Russell 
has  applied  these  experimental  results  to  explain  those  cases 
in  whicli  sudden  death  has  followed  exploratory  puncture 
of  the  lung  {8t.  Thoyjias's  Hospital  Rejiorts,  1899) .  A  difficulty 
in  the  application  of  the  same  explanation  to  the  sudden  death 
induced  by  pulmonary  embolism  lies  in  our  scanty  knowledge 
of  the  innervation  of  the  pulmonary  trunk.  According  to 
Quain,  the  anterior  pulmonary  plexus  is  formed  by  the  union  of 
two  or  three  anterior  pulmonary  branches  of  the  vagus  with  fila- 
ments of  the  sympathetic  ramifying  on  the  pulmonary  artery. 
Whether  a  reflex  sufficient  to  cause  cardiac  inhibition  can  be 
originated  from  the  pulmonary  artery  is  open  to  question. 
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Whether  the  cessation  of  cardiac  action  is  due  to 
mechanical  obstruction  o£  the  pulmonary  trunk  or  to  reflex 
action  originating  at  the  point  of  impaction,  the  result  is  the 
same :  the  cerebral  circulation  is  brought  to  a  sudden  stand- 
still, and  death  is  practically  instantaneous.  Both  Panum 
and  Paget,  many  years  ago,  suggested  that  the  cause  of  death 
in  some  cases  was  cerebral  ansemia. 

The  dyspnoea,  which  is  by  far  the  most  prominent  sym- 
ptom in  cases  which  are  not  at  once  fatal,  admits  a  direct 
mechanical  explanation.  It  is  peculiar  in  that  it  co-exists 
with  an  absolutely  free  entry  of  air  into  the  lungs  and  so  is 
obviously  of  circulatory  origin.  It  is  due  to  diminution  and 
ultimate  cessation  of  the  circulation  through  the  lung,  caused 
by  the  presence  of  the  embolus  and  the  extension  of  throm- 
bosis into  the  remoter  branches  of  the  pulmonary  artery.  I 
am  aware  that  most  writers  on  the  subject  of  pulmonary 
thrombosis  assume  that  the  thrombotic  process  begins  in  the 
small  branches  and  extends  backwards  into  the  larger  ones. 
I  am  inclined,  from  the  character  of  the  clots  in  the  cases 
which  I  have  observed,  to  take  the  opposite  view.  As  a  rule 
I  have  found  the  terminal  clots  to  be  red,  gelatinous,  and 
recent,  whilst  the  coiled  clot  in  the  occluded  main  trunk  was 
obviously  older.  I  find  that  the  same  view  as  to  the  direction 
of  extension  of  these  clots  has  already  been  advocated  by 
Drs.  C.  J.  Martin  and  Gr.  E.  Rennie  in  a  suggestive  contribu- 
tion on  cardiac  thrombosis  which  appeared  in  the  Lancet  of 
September  16,  1899.  These  authors  point  out  that  the  churn- 
ing movements  of  the  cardiac  contractions,  aided  by  the  high 
carbonic  acid  tension  of  the  blood  before  it  is  aerated  in  the 
lungs,  are  admirably  adapted  to  favour  thrombosis  in  the 
right  ventricle  and  pulmonary  artery,  should  any  coagulants 
of  the  nature  of  nucleo-albumens  have  found  access  to  the 
blood-stream. 

Patients  who  survive  the  first  shock  of  the  embolism 
complain  chiefly  of  dyspnoea  and  may  develop  a  considerable 
degree  of  cyanosis,  as  noted  in  Cases  1  and  5.  These  patients 
ultimately  appear  to  die  of  asphyxia,  whilst  those  who  die  from 
syncope  at  the  first  shock  of  embolism  may  be  quite  pallid. 

The  pulse,  when  there  is  opportunity  to  observe  it,  is 
found  to  be  feeble  and  accelerated.  The  same  applies  to  the 
heart  sounds. 

Cardiac  pain  was  experienced  in  one  instance.  It  is  well 
known  that  arterial  embolism  is  associated  with  severe  pain 
at  the  point  of  impaction  and  presumably  the  occurrence  of 
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such  pain  in  the  region  of  the  pulmonary  artery  should 
afford  vahiable  confirmatory  evidence  of  what  has  occurred. 
Although  pain  of  this  character  is  only  explicitly  described 
in  one  of  this  series  of  cases,  I  cannot  help  thinking  that  it 
should  be  more  constant  than  the  case  records  lead  us  to  infer. 
Not  only  is  the  pain  referred  to  the  neighbourhood  of  the 
pulmonary  artery  in  embolism,  but  when  the  embolism  is 
unilateral  the  pain  may  be  strictly  unilateral  too,  as  occurred 
in  a  case  which  came  under  my  observation,  where  pulmonary 
embolism  followed  thrombosis  of  the  internal  iliac  vein.  The 
pain  in  this  case  was  solely  referred  to  the  side  of  the  chest 
on  which  a  plug  was  found  in  the  main  subdivision  of  the 
vessel.  The  pain,  when  it  occurs,  is  of  sudden  onset  and 
appears  to  be  due  to  forcible  stretching  of  the  vessel  walls. 
There  is  no  evidence  that  simple  pulmonary  thrombosis  is  ever 
accompanied  by  pain  of  this  nature.  Of  course,  should  it 
turn  out  that  the  pulmonary  artery  really  has  no  nerves  of 
any  kind  distributed  to  it,  this  explanation  becomes  untenable. 

The  occurrence  of  initial  convulsions  in  one  instance  is  a 
point  of  the  greatest  interest.  In  cases  where  gradually 
increasing  dyspnoea  and  cyanosis  terminate  in  asphyxial 
death  the  occurrence  of  convulsions  might  be  expected.  I 
have  never  met  with  a  case  of  this  sort.  Marked  convulsions 
similar  to  those  noted  in  one  instance  Avere  observed  by  Dr. 
Russell  in  one  of  his  cases  of  death  after  exploratory  puncture 
of  the  lung.  He  attributes  them  to  cerebral  anaemia.  Can- 
not the  same  explanation  be  given  of  the  initial  convulsions 
and  vomiting  of  pulmonary  embolism  ? 

Time  will  not  permit  discussion  of  pulmonary  infarction 
in  the  present  paper.  I  will,  therefore,  content  myself  with 
recalling  to  you  the  fact  that  there  is  experimental  evidence 
that  the  nutrition  of  the  lung  can  be  fully  maintained  by 
collateral  circulation  through  the  mediastinal,  pericardial,  and 
bronchial  arteries  when  the  pulmonary  artery  has  been  com- 
pletely occluded  by  aseptic  clot  or  by  a  foreign  body  purposely 
introduced.  Besides  this,  there  is  clinical  evidence  that  when 
the  pulmonary  artery  has  become  gradually  occluded  by 
thrombosis  or  by  new  growth,  no  extravasation  of  blood  into 
the  lung-tissue  need  occur.  Dr.  Newton  Pitt  published  some 
reflections  on  this  subject  in  a  suggestive  paper  Avhich  he  contri- 
buted to  the  Transactions  of  the  Pathological  Society  in  1899. 

In  only  one  of  the  cases  now  recorded  was  extensive 
pulmonary  infarction  present,  and  this  was  in  the  patient  who 
survived  the  embolism  for  the  longest  period — i.  e.   ninety 
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minutes.  In  the  patient  who  survived  the  accident  sixty 
minutes  the  posterior  parts  of  the  lower  lobes  were  encased 
in  a  narrow  shell  of  congestion  and  partial  collapse,  and  in 
the  lung  of  one  of  the  patients  who  died  instantaneously  a 
small  ha^morrhagic  area  was  found  near  the  base  of  the  right 
lower  lobe.  In  the  remaining  four  cases  the  lungs  were  either 
oedematous  or  slightly  congested. 

In  cases  where  thrombosis  or  embolism  of  the  pulmonary 
artery  is  suspected  it  is  essential  that  the  examination  of  the 
artery  and  of  the  right  cavities  of  the  heart  should  be  effected 
before  the  thoracic  viscera  are  removed  or  in  any  way  dis- 
turbed. The  method  of  examination  adopted  in  the  latter 
cases  was  as  follows  : 

After  opening  the  pericardial  sac  an  incision  was  made  in 
the  front  of  the  right  ventricle  near  its  apex.  The  opening  was 
carefully  prolonged  into  the  pulmonary  trunk  by  blunt-pointed 
scissors.  By  this  method  the  condition  and  relations  of  the 
clot  in  the  pulmonary  arteiy  were  determined  before  there 
was  any  opportunity  for  displacement  to  occur.  The  ven- 
tricular incision  Avas  next  prolonged  through  the  tricuspid 
ring  and  wall  of  the  right  auricle  into  the  superior  vena  cava, 
innominate  veins,  and  their  chief  tributaries. 

The  intestines  were  next  removed  and  the  liver  split 
vertically  to  expose  the  inferior  cava.  That  vein  was  laid 
open  from  its  cardiac  orifice  to  its  bifurcation,  and  the  in- 
cision continvied  along  the  internal  iliac  trunks  and  also  along 
the  external  iliac  and  femoral  veins,  and  so  on. 

By  this  method  all  the  large  veins  and  their  tributaries 
are  exposed  without  unnecessary  disturbance,  and  an}-  peri- 
pheral source  of  a  large  embolus  is  unlikely  to  be  overlooked 
or  inadvertently  mutilated. 

It  is  particularly  important  to  investigate  the  pulmonary 
artery  before  the  thoracic  viscera  are  interfered  with,  for  it  is 
conceivable  that,  during  the  removal  of  the  thoracic  contents, 
a  pulmonary  clot  might  become  displaced  or  even,  by  virtue 
of  its  elasticity,  slightly  coiled  up  when  its  cardiac  connec- 
tions are  ruptured. 

The  treatment  of  these  cases  falls  naturally  under  two 
headings : 

(1)  Prophylaxis. 

(2)  The  management  of  the  patient  after  embolism  has 
occurred. 
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With  regard  to  prophylaxis  it  is  evident  tliat  the  most 
important  indication  is  to  absohitely  forbid  any  muscular 
exertion  in  any  of  those  conditions  which  are  known  to  be 
associated  with  a  tendency  to  the  insidious  formation  of 
thrombi  in  the  right  cavities  of  the  heart  and  the  stem  of  the 
pulmonary  artery.  Amongst  the  conditions  in  which  this 
complication  is  likely  to  occur  may  be  enumerated  the  follow- 
ing: 

Surgical  operations,  especially  when  accompanied  by 
profuse  Insmorrhage  or  prolonged  angesthesia. 

The  puerperal  state,  particularly  when,  for  any  reason, 
childbiith  has  been  accompanied  by  severe  bleeding. 

Phthisis  when  associated  with  severe  hsemoptysis. 

All  septic  conditions,  particularly  septic  peritonitis. 

Acute  pneumonia. 

Acute  rheumatism. 

Typhoid  fever. 
Conditions  of  enfeebled  circulation  with  fatty  heart  such  as 
occur  iu  alcoholics. 

The  second  element  of  prophylaxis  consists  in  the 
administration  of  anti-co:igulants.  The  preparations  of  iron 
and  of  ammonia  have  long  had  a  repvitation  in  this  respect. 
Richardson  advocated  the  administration  of  liquor  ammonias 
in  doses  of  20  minims  every  hour. 

More  recently  Sir  A.  Wright  has  urged  the  claims  of 
citric  acid,  and  observing  that  the  increased  coagulability  of 
the  blood  in  patients  convalescing  from  typhoid  fever  is 
accompanied  by  an  excess  of  lime-salts,  has  advocated  the 
decalcification  of  the  cow's  milk  used  as  a  diet  in  that  disease 
by  the  addition  of  from  20  to  40  grains  of  citrate  of  soda  to 
each  pint. 

As  Professor  Warrington  Haward  suggested  in  his 
Hunterian  Lectures  on  phlebitis  and  thrombosis,  the  decalci- 
fication method  is  also  applicable  to  other  diseases  and  con- 
ditions than  typhoid  fever. 

Since  oxygen  has  also  been  proved  to  act  as  an  anti- 
coagulant, the  adoption  of  methods  calculated  to  improve  the 
circulation  of  blood  through  the  lungs  and  also  the  provision 
of  liberal  supplies  of  fresh  air  also  deserve  attention.  The 
beneficial  effect  of  cardiac  tonics,  such  as  strychnine  and 
digitalis,  may  be  mentioned  in  this  connection. 

When  embolism  Inis  occurred  it  appears  inadvisable  to 
attempt  to  relieve  the  dyspnoea  by  artificial  respiration,  as  is 
often  done.     The  forced  movements    may    even  disturb  the 
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clot  and  make  matters  worse.  Rather  we  should  rely  on  the 
administration  of  oxygen,  the  subcutaneous  injection  of 
strychnine  and  free  dosage  with  some  rapidly  diffusible 
stimulant  such  as  ether  and  ammonia  mixture.  Injections  of 
morphia  may  also  be  used. 

Although  many  cases  are  fatal,  it  cannot  be  denied  that 
recovery  occurs  occasionally,  even  after  the  development  of 
the  most  urgent  symptoms. 
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XXXV. — Acute  Dilatation  {Acute  Atony)  of  the  Stomach 
and  Intestines  connected  with  Pneumonia  auclFleuro- 
])ericarditis.  By  F.  Parkes  Weber,  M.D.,  F.R.C.P. 
Bead  May  25,  1906. 

THE  patient,  Florence  W.,  was  a  delicate-looking  young- 
woman,  £et.  21,  a  mantle-maker  in  London.  Slie  was 
admitted  under  my  care  at  the  German  Hospital  on  June  15, 
1905,  soon  after  the  commencement  of  pleuro-pneumonia. 
According  to  the  history  the  lung  trouble  began  with  cough 
and  pains  in  the  chest  two  days  before  admission,   but  she 
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was  said  to  have  had  diphtheria  six  weeks  previously,  and  to 
have  suffered  since  then  from  want  of  appetite,  belching  up 
wind,  lassitude,  and  palpitation.  She  had  previously  often 
suffered  from  cough  in  winter,  but  had  never  had  hasmoptysis. 

On  admission  there  was  some  shortness  of  breath,  slight 
meteorism,  and  considerable  fever  (see  temperature  chart). 
Pulse  140,  small  and  weak.  Eespiration  32.  Examination 
of  the  chest  showed  impaired  resonance,  diminished  breath 
sounds  and  crepitations  at  the  base  of  the  right  lung  behind  ; 
there  were  likewise  scattered  dry  sounds.  In  the  cardiac 
area  to  the  left  of  the  sternum  a  little  friction  was  heard. 
Nothing  else  abnormal  was  noted  in  the  thorax  and  abdomen. 
The  urine  gave  a  faint  reaction  for  albumen. 

During  the  course  of  June  16  the  meteorism  greatly 
increased,  and  when  I  saw  her,  at  about  11.45  a.m.  on  the 
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following  day  (June   17),  the   condition  looked  gi-ave.      The 
belly  was  much  distended  and  tympanitic  all  over  and  there 
was  no  movement  of  the    abdominal  wall    with    respiration. 
Percussion   showed    extreme    upward   displacement    of   the 
heart  and  liver.     There  were   crepitations  over  the  front  and 
back  of  the  left  lung  and  dulness   below   the  spine    of   the 
scapula.       The    heart    sounds    were    accentuated.     No    peri- 
cardial friction  was   noted.     The   face   was   pale   and   only 
slightly    cyanotic.     Pulse    130,    regular.     Eespirations     38. 
There  was  an  expiratory,  wheezy  sound  to  be  heard  at  the 
patient's  mouth.     No  flatus  had  been  passed,  but  a  glycerine 
enema  had  been  followed  by  a  motion  of  small,  hard  scybala. 
The  stomach  was  Avashed  out  by  a  syphon-tube  and  much 
blackish  material  came   away ;  some  was  vomited  around  the 
tube.     The  stomach-contents  had  a  sickl}-  smell   and  an  acid 
reaction ;  they  apparently  contained  no  free  hydrochloric  acid ; 
the  guaiac  reaction  was  positive,  yet  much  of  the  blackish 
appearance  may  have  been  due,  not  to  blood,  but  to  some  red 
wine  which  the  patient  had  been  given.     She  felt  great  relief 
even   whilst   the    gastric    lavage   was   in    progress,    but    the 
tympanites  did  not   immediately   disappear,  proving  that  the 
stomach   was   not   the    only   part    of   the    alimentary    canal 
affected  and  that  the  condition  was  partl}^  due  to  intestinal 
distension.     Afterwards  a  watery  motion  was  passed  contain- 
ing blackish  material  similar  to  that  brought  away  from  the 
stomach.     The  patient  was  then  ordered  to  have  temporarily 
nothing  by  the  mouth   excepting  ice-pills,  and  she  was  given 
hypodermic    injections    of    camphor    (in    oil)    and   of   liquor 
strychnina3  hydrochloridi  (two  minims).     On  June  18  she  was 
free  from  fever,  but  over  the  upper  part  of  the  right  front  of 
the  chest  there  was  much  crepitation.     She  was  then  fed  with 
nutrient  enemata,  and  five  drops  of  liquor  strychninas  hj'dro- 
chloridi  in  water  were  prescribed  to  be  given  by  the  mouth 
three  or  four  times  daily.     During  the  night  of  June   18  the 
meteorism   diminished,  and  on  the  evening  of  June   20  there 
was    none  noticeable ;    the  liver  dulness   was   then    natural. 
About  this  time  it  was  remarked  that  the  patient  slept  very 
much  during  the  day  as  well  as    during   the  night.     Some 
crepitation  at  the  base  of  the  left  lung  was  heard  on  June  19, 
and  a  pericardial  rub  was  likewise  noted.     The  pulse  was 
108  and  the   respirations  24   in   the  minute.     On   June   22 
pericardial  friction  was  distinct  over  the  lower  part  of  the 
sternum,  on  June  28  the  friction  could  be  heard  all  over  the 
cardiac  area,  and  on  the  following  day  the  praecordial  dulness 
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was  found  to  extend  a  little  to  the  right  of  the  sternum. 
About  this  time  there  was  again  some  fever  (see  chart). 

On  July  6,  howeverj  friction  was  no  longer  present,  and  I 
could  find  nothing  abnormal  in  the  thorax  excepting  some 
impairment  of  resonance  in  the  right  infra-scapular  region. 
The  patient's  general  condition  was  good,  excepting  that 
about  this  time  there  was  a  state  of  peculiar  mental  depres- 
sion, w^hich  soon  passed  off  again.  The  diet  had  been  gradually- 
amplified,  and  the  patient  had  likeAvise  been  given  some 
digitalis,  and  later  on  citrate  of  caffein.  In  the  latter  part 
of  July  the  pulse  varied  between  64  and  96,  the  patient  was 
allowed  to  be  up  in  the  ward,  and  albuminate  of  iron  was  given 
as  a  medicine.  There  was,  however,  no  very  decided  anaemia, 
for  on  June  28  a  blood-count  had  given  4,480,000  red  cells 
and  35,600  white  cells  in  the  cubic  millimetre.  During  the 
first  two  weeks  of  August  the  pulse  varied  between  54  and  92, 
and  when  I  examined  her  on  August  14  I  found  nothing  ab- 
normal in  the  chest.  She  had  gained  weight  and  thought  she 
was  again  in  her  ordinary  state  of  health.  In  November,  1905, 
I  saw  her  again.  She  then  looked  well,  and  I  could  find  nothing 
wrong  in  the  thorax  or  abdomen,  but  she  was  apparently  often 
troubled  by  feelings  of  indigestion  and  globus-like  sensations. 

Remarlis. — The  case  presents  certain  features  which  I 
think  merit  attention.  It  was  certainly  not  one  of  the  severest 
examples  of  acute  dilatation  (acute  atony),  and  there  was  none 
of  the  spontaneous  vomiting  of  enormous  quantities  of  fluid 
characteristic  of  typical  cases.  It  might  perhaps  be  more 
correctly  termed  "  acute  atonic  gastro-intestinal  tympanites." 
Yet  at  first  her  condition  appeared  alarming  enough  to  give 
rise  to  some  anxiety  as  to  possible  bad  effects  of  attempting 
to  pass  an  oesophageal  tube.  There  was  a  definite  history 
that  after  the  so-called  diphtheria,  six  weeks  before  admis- 
sion, the  patient  had  been  troubled  with  a  tendency  to  bring 
up  wind.  She  herself  told  us  that  when  ill  at  home  just 
before  coming  to  the  hospital  she  had  been  able  to  eat  nothing 
at  all,  whereas  on  admission  to  the  hospital,  for  some  reason 
or  other,  she  could  take  more  food.  She  was  given  fluid  diet, 
with  two  eggs,  somatose,  and  a  little  wine,  as  well  as  digitalis 
as  a  medicine.  At  the  same  time  she  lost  the  power  of  belch- 
ing up  wind.  This  probably  marked  the  commencement  of 
the  atony  of  the  gastro-intestinal  musculature.  The  acute 
abdominal  distension  followed,  and  this  was  clearly  not 
entirely  confined  to  the  stomach,  for  the  tympanites  did  not 
immediately  disappear  after  the  lavage  of  the  stomach.     In 
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spite,  however,  of  the  persistence  of  intestinal  meteorism  the 
effect  of  the  gastric  lavage  was  most  encouraging,  and  it 
obviously  gave  the  patient  a  certain  amount  of  immediate 
relief.  In  all  probability  the  increased  amount  of  food  taken 
on  admission  to  the  hospital  helped  to  set  up  the  condition  of 
dilatation  in  this  debilitated  patient  suffering  from  pleuro- 
pneumonia. Of  forty-four  cases  of  acute  dilatation  of  the 
stomach  analysed  by  H.  Campbell  Thomson  in  his  monograph^ 
on  the  subject  only  three  were  connected  with  pleurisy  and 
pneumonia  and  one  with  empyema,  against  sixteen  follomng 
operations  or  injuries.  In  the  present  case  the  so-called 
"  diphtheria  "  (?)  from  which  the  patient  suffered  some  weeks 
before  the  onset  of  the  pleuro-pneumonia  may  have  acted 
as  a  predisposing  cause  by  inducing  a  condition  of  debility. 
The  constipation  may  likewise  have  played  a  part  in  the 
causation  of  the  gastro-intestinal  distension. 

It  is  obviously  more  correct  to  speak  of  "  acute  atony  "  or 
"acute  atonic  dilatation"  of  the  stomach  than  to  use  the  term 
"  acute  paralytic  dilatation"  when  speaking  of  a  temporary 
condition  such  as  occurred  in  the  present  case.  This  condi- 
tion may  be  compared  to  the  atonic  dilatation  which  has  been 
noticed  in  other  abdominal  viscera.  Thus,  at  the  other  end 
of  the  alimentary  canal,  atony  gives  rise  to  the  well  known 
"ballooning  of  the  rectum"^";  in  the  uterus  acute  atony 
occurs  "in  the  form  of  "  paralysis  of  the  non-gravid  uterus," 
which  has  sometimes  disagreeably  complicated  the  operation 
of  curetting  and  about  which  a  good  deal  has  been  written ; 
in  the  urinary  bladder  temporary  acute  atony  has  likewise 
been  recorded  (Geyl  noted  it  in  connection  with  the  removal 
of  two  polyps  from  that  organf). 

*  Acute  Dilatation  of  the  Stomach,  London,  1902. 

In  regard  to  the  occurrence  of  "  ballooning-  of  the  rectum "  and  of 
"  atonic  dilatation  of  other  viscera "  three  factors  have  to  be  considered, 
viz.  (1)  the  pressxire  within  the  viscus,  (2)  the  pressure  without  tlie  viscus, 
and  (3)  the  atony  of  the  unstriped  muscle  in  the  wall  of  the  viscus.  In 
ballooning  of  the  rectixm  excessive  intra-rectal  pressure  cantiot  be  con- 
sidered a  necessary  factor,  for  if  it  were  so  the  rectum  would  collapse 
when  the  anus  is  held  open.  The  other  two  factors  are  both  required  for 
the  production  of  "  ballooning  "  ;  atony  of  the  rectal  musculature  can  give 
rise  to  "ballooning  "  only  Avhen,  owing  to  the  position  of  the  body,  or  other- 
wise, the  external  pressure  is  negative.  With  considerable  pressiu-e  from 
without  the  rectum  would  collapse  in  spite  of  atony. 

t  This  observation  in  regard  to  the  urinary  bladder  (to  which  my  atten- 
tion has  been  kindly  directed  by  Dr.  L.  Fellner)  is  recorded  by  Geyl  in  his 
note  on  "Paralysis  of  the  Uterus  during  Curetting"  in  the  Archiv  fiir 
GyndJcologie,  18S7,  vol.  xxxi,  p.  376.  "  Paralysis  of  the  non-gravid  iiterus,"  it 
seems  to  me,  might  almost  be  termed  "  ballooning "  of  the  viterus. 
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Whether  excessive  or  dangerous  dilatation  is  or  is  not 
associated  with  a  temporary  acute  atony  of  any  hollow 
abdominal  viscus  must  depend  largely  on  the  amount  of 
pressure  within  the  viscus  during  its  period  of  atony.  Thus, 
it  is  obvious  that  relative  overfeeding,  combined  or  not  with 
constipation  or  with  excessive  fermentative  changes  in  the 
gastro-intestinal  contents,  may  constitute  an  important  factor 
in  the  production  of  acute  dilatation  of  the  stomach  and 
intestines.  It  is  equally  obvious  that  lavage  of  the  stomach, 
though  it  probably  cannot  immediately  remove  the  condition 
of  muscular  atony  which  underlies  the  dangerous  acute  dila- 
tation, must  do  good  both  by  relieving  the  intra-gastric 
pressure  and  by  washing  away  fermenting  and  irritating 
contents. 

Perhaps  some  further  light  will  be  thrown  on  the  subject 
of  acute  atony  of  the  stomach  and  its  connection  with  pleurisy 
by  investigations  into  the  exact  motor  innervation  of  the 
muscular  abdominal  viscera,  similar  to  the  studies  which 
have  already  helped  to  explain  the  occurrence  of  "  paralysis 
of  the  non-gravid  uterus "  during  the  process  of  curetting 
that  organ  (L.  Fellner,"^  etc.) 

*  See  also  Dr.  L.  Fellner's  earlier  -work  on  the  "  Innervation  of  the 
Eectiim,"  Med.  Jahrhiicher  der  h.  Ic.  Gesellschaft  der  Aerzte  Wien,  1883,  p. 
571,  and  Archivfur  die  ges.  Physiologic,  189-i,  vol.  Ivi,  p.  542. 
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I. — Case  of  Mediastinal  Dermoid.  Bj  G.  E.  0. 
Williams  (introduced  by  Batty  Shaw,  M.D.). 
Exhibited  October  27,  1905. 

MM — ,  ?et.  26,  was  admitted  to  University  College 
•  Hospital  in  June,  1905,  complaining  that  for  the 
previous  three  months  she  had  been  very  much  troubled 
with  cough,  and  had  brought  up  "  pink  "  expectoration.  In 
addition  she  had  lost  weight,  and  so  feared  that  she  had 
"consumption/' 

On  closer  inquiry  she  admitted  that  she  had  had  a 
"weak  chest"  all  her  life,  and  cough  had  been  troublesome 
for  the  last  eight  or  nine  years.  She  also  volunteered  the 
statement  that  she  frequently  found  that  hair  came  up  into 
the  mouth,  sometimes  with  the  expectoration,  sometimes 
independently :  this  has  occurred  several  hundred  times 
during  the  last  seven  or  eight  years. 

When  twelve  years  of  age  she  was  treated  at  the  Xortli- 
Western  Hospital  for  left-sided  pleurisy  :  exploratory  punc- 
ture was  performed  and  some  fluid  was  removed. 


Clinical  Cases.  211 

Physical  examination  of  the  chest  shows  that  there  is 
some  prominence  of  the  front  of  the  chest  to  the  right  side  of 
the  sternum.  The  percussion  note  is  dull  over  the  upper 
part  of  the  right  chest  as  far  down  as  the  fifth  rib,  and 
reaching  from  the  sternum  to  the  anterior  axillary  line  on 
the  right  side.  The  breath  sounds  are  greatly  reduced  above 
and  below  the  right  clavicle,  and  almost  absent  in  the  second, 
third,  and  fourth  spaces.  Behind  there  is  only  slight  im- 
pairment of  percussion  note  internal  to  the  lower  part  of  the 
right  scapula,  the  breath  sounds  being  a  little  weaker  than 
normal  at  the  right  apex. 

No  adventitious  sounds  are  heard  anywhere.  The  tem- 
perature whilst  in  hospital  did  not  exceed  99°.  There  is  a 
slight  suspicion  of  clubbing  of  the  fingers.  The  sputum  is 
whitish  in  appearauce,  and  is  free  from  tubercle  bacilli. 

Radioscopic  examination  shows  a  shadow  over  the  dull 
area  above  indicated,  which  is  lost  on  its  inner  side  in  the 
shadow  of  the  sternum  and  vertebral  column. 

Hair  was  expectorated  on  two  occasions  during  her  stay 
in  the  hospital. 


II. — Three  cases  of  Submucous  Excision  of  Deviations 
and  Sjnirs  in  the  Nasal  Septum.  By  StClair 
Thomson,  M.D.     Exhibited  October  27,  1905. 

THESE  three  cases  are  samples  of  several  which  have  been 
operated  on  in  the  following  method  : — An  incision  is 
made  through  the  mucous  membrane,  inside  the  columella  of 
the  nose,  and  parallel  to  it.  Through  this  incision  the  muco- 
perichondrium  is  separated  all  over  the  convexity.  The 
cartilage  is  then  cut  through,  a  little  in  front  of  the  original 
incision,  but  without  incising  the  muco-perichondrium  of  the 
opposite  side.  The  mucous  membrane  and  perichondrium  is 
separated  from  the  concave  side  of  the  deformity.  The 
deviation,  thus  freed  on  both  sides  from  its  mucous  covering, 
is  cut  out ;  any  bony  spur  is  chipped  or  chiselled  away,  and 
the  two  mucous  membranes  are  allowed  to  fall  together.  The 
original  incision  is  then  closed  by  one  or  two  stitches. 

Healing  is  rapid,  there  is  no  formation  of  crusts,  the  nose 
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is  left  with  an  intact  mucosa,  and  tlie  result  is  always  satis- 
factory and  permanent. 

Case  1.  Man,  tet.  17.  says  he  could  breathe  freely  through 
nose  before  receiving  blow  five  years  ago.  There  was  a  large 
deviation,  with  a  long  ascending  spur  on  it  so  completely 
blocking  up  the  right  nostril  that  he  was  quite  unable  to 
inspire  through  it.  Mouth  breather  at  night.  Operation 
was  done  on  June  3rd,  1905. 

Case  2.  Man,  ast.  25,  trouble  with  nose  for  five  years. 
Complained  of  bleeding  and  crusting  in  nose,  obstruction  of 
left  nostril,  inability  to  lie  on  right  side,  and  mouth  breathing 
at  night.  There  Avas  a  large  conca%nty  of  the  right  side  of 
septum,  showing  a  crusted,  bleeding  ulcer.  Through  the  left 
nostril  he  could  only  inspire  a  trifling  amount  owing  to  large 
deviation  and  long  spur. 

Case  3.  Man,  get.  32,  complained  of  winter  cough  and 
expectoration,  and  mouth  breathing  at  night.  He  showed 
typical  adenoid  facies,  a  high,  narrow  nose,  high-arched 
palate,  and  crowded  teeth.  A  small  amount  of  adenoids  was 
removed.  The  left  nostril  almost  completely  occluded  by 
deviation  and  spur.  Xow  sleeps  with  his  mouth  closed,  and 
so  far  has  had  no  winter  cough.  The  operation  was  done  on 
June  21st,  1905.  The  fleshy  septum  is  still  seen  to  quiver 
when  the  patient  inspires  quickly. 


III. — Cases  of  Recovery,  without  Spinal  Symptoms,  after 
Severe  Injury  to  the  Xecl:  By  Ed  red  M.  Cornek, 
B.C.     Exhibited  October  27,  1905. 

CASE  1.  Fracture  of  the  pedicles  of  the  axis. — This  case  with 
skiagraph  was  shown  at  a  meeting  of  the  Society  on 
January  22nd,  1904.  The  accident  was  the  result  of  rolling 
out  of  his  chair  whilst  sleeping  on  Sunday  afternoon.  He 
never  had  any  paralytic  symptoms.  The  lesion  was  demon- 
strated in  a  "^skiagraph.      Since  being   shown   here,  he   has 
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recovei'ed  full  power  of  movement  of  liis  neck,  and  began 
driving  his  cab  again  twelve  weeks  after  the  accident.^ 

Case  2.  Fracture  of  the  body  and  pedicles  of  the  fifth  cervical 
vertebra. — This  case  with  skiagraph  was  shown  at  a  meeting  of 
the  Society  on  January  22nd,  1904.  The  accident  occurred 
during  a  gymnastic  display  on  the  stage.  There  never  were 
any  paralytic  symptoms.  After  he  had  recovered  from  the 
accident  he  complained  of  some  obscure  and  painful  sensations 
in  the  back  of  his  shoulders  and  down  his  left  arm.  Since 
being  shown  he  has  resumed  his  occupation  as  a  professional 
acrobat,  but  still  complains  of  pain  at  the  back  of  the  left 
shoulder,"^ 

Case  3.  Rotatory  dislocation  of  the  atlas. — This  case  with 
skiagraph  was  shown  at  a  meeting  of  the  Society,  He  was 
thrown  from  his  horse,  but  was  only  slightly  concussed  and 
rode  home.  There  were  no  paralytic  symptoms.  His  head  is 
still  turned  to  one  side,  but  he  has  to  some  extent  recovered 
the  power  of  movement.  From  an  examination  of  the  skia- 
graph at  the  meeting  at  which  he  was  first  shown  it  was 
generally  thought  that  there  was  no  fracture  of  the  odontoid 
process. t 

Case  4.  Subluxation  of  the  atlanto-axial  joint. — This  case 
is  that  of  a  boy  thirteen  years  of  age  who  hurt  his  neck  whilst 
diving.  His  head  was  rotated  to  one  side,  and  his  neck  was 
stiff,  painful,  and  immovable.  He  was  seen  a  month  after  the 
accident,  and  had  never  had  any  paralytic  symptoms.  Eeduc- 
tion  was  easily  accomplished  under  an  anaesthetic.  The  boy 
wore  a  poi'oplastic  collar  for  a  week  or  so,  since  when  he  has 
completely  recovered  all  his  movements,  so  that  it  would  be 
impossible  to  know  that  he  had  received  a  severe  injury  to  his 
cervical  spine. 

Case  5,  Lateral  fracture  of  the  axis, — A  man  of  fifty  years 
of  age  was  thrown  from  his  horse  on  to  the  top  of  his  head. 
There  were  no  paralytic  symptoms.  The  injury  took  place 
about  seven  years  ago.  He  has  now  recovered  full  movement, 
and  experiences  no  trouble  from  his  injury.  The  skiagraph 
shows  anchylosis  and  deformity  of  the  axis. 

*  Transactions,  1904,  p.  234. 
t  Transactions,  1905,  p.  228. 
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lY.—Stoke.s-Aclams   Disease.      By  E.  0.   Moox,  M.D. 
Exhibited  October  27,  1905. 

A  CAEPEXTER,  ast.  60. 
-OL  Five  years  ago,  while  on  some  scaffolding,  lie  fell  back- 
wards in  a  faint.  A  week  later  lie  had  another  similar  attack. 
After  that  the  attacks  recurred  at  intervals  of  six  months 
until  June,  1903,  when  they  came  on  with  great  frequency. 
In  the  attack  he  "would  fall  to  the  ground  witli  the  suddenness 
of  an  epileptic  seizure,  remain  unconscious  for  half  a  minute, 
and  on  regaining  his  senses  feel  perfectly  well.  There  have 
been  twitching  movements  on  several  occasions,  but  he  has 
never  bitten  his  tongue  or  passed  his  water. 

During  the  last  year  the  attacks  have  been  decidedly  less 
frequent,  but  he  suffers  a  good  deal  from  vertigo. 

The  pulse  is  regular  and  very  slow ;  the  rate  is  usually  28, 
but  it  has  been  as  low  as  24  and  as  high  as  36.  It  is  appar- 
ently unaffected  by  posture  or  exercise. 

The  cardiac  impulse  is  very  feeble,  and  there  is  a  soft 
mitral  systolic  murmur  at  the  apex,  which,  however,  was  not 
present  when  he  first  came  under  observation,  June,  1904. 

There  is  no  albuminuria,  and  the  optic  discs  are  healthy. 

There  is  no  history  of  lues.  He  has  been  a  man  of  regular 
habits,  excepts  as  regards  smoking;  after  the  age  of  forty  he 
became  a  very  heavy  smoker  till  two  years  ago. 


Y. — A  Japanese  Infant,  shoiving  the  Congenital  Pig- 
mentation of  Mongolians.  By  G.  A.  Sdtherlaxd, 
M.D.     EAibitecl  October  27,  1905. 

THE  patient  is  a  female  infant,  {Bt.  10  months,  of  pure 
Japanese  descent.  Over  the  scalp  the  hair  is  long, 
straight,  and  black,  and  it  extends  as  a  soft,  downy  growth 
over  the  forehead  and  in  front  of  the  ears.  The  skin  over 
the  lower  part  of  the  sacrum  is  of  a  dark  blue  colour,  and  a 
similar  pigmentation,  but  of  a  lighter  colour,  extends  o*'er 
the  buttocks.  Smaller  areas  of  blue  pigmentation  are  present 
along  the  spine  and  behind  the  left  shoulder,  and  there  is  one 
patch  on  the  dorsal  surface  of  the  left  hand. 
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VI. — Cases  of  Lupus  becoming  Einthelioma  after  re- 
jyeated  Surgical  and  p-olonged  X-ray  Treatment. 
Qj  W.  Gr.  Spexceu,  M.S.  Exhibited  October  27, 
1905. 

CASE  1.  Lupus  hecoming  epithelioma  in  a  girl  let.  15  years 
after  repeated  surgical  and  prolonged  X-ray  treatment. — 
At  the  age  of  six  a  bluish  swelling  formed  on  the  gum  of  the 
uppei*  jaw,  which  looked  like  a  myeloid  sarcoma,  and  histo- 
logically appeared  to  be  a  sarcoma  without  giant-cells.  The 
disease  having  recurred  several  times  it  was  recognised  as 
lupus.  It  spread  to  the  interior  of  the  nose,  then  to  the  outer 
surface,  the  eyelid,  and  forehead. 

The  X-ray  treatment,  by  Dr.  Sale-Barker,  was  commenced 
about  three  years  ago,  and  was  immediately  followed  by 
healing  except  for  some  persisting  islands.  Lately  the  ulcera- 
tion has  recurred,  the  X  rays  now  excite  ulceration  and 
sloughing,  the  edges  of  the  ulcers  are  becoming  indurated 
and  everted,  and  the  epithelium  seems  to  be  growing-  down- 
wards. 

Addendum  (February,  1906). — Dr.  Sale-Barker  has  been 
applying  the  anode  of  an  electrolysis  battery  soaked  in  chloride 
of  zinc,  under  Avhicli  much,  but  not  all,  of  the  ulceration  has 
healed,  whilst  the  doubtful  epitheliomatous  areas  have  not 
extended. 

Case  2.  Lupus  hecoming  epitheliomafons  offer  surgical  and 
X-ray  treatment. — A  woman,  set.  35.  Lupus  commenced  in 
the  right  parotid  region  twenty-two  years  ago,  and  was  treated 
by  scraping  under  anaesthesia.  Nineteen  months  ago  the  X 
rays  were  applied,  on  one  occasion  for  ten  minutes.  A  burn 
resulted,  and  then  a  swelling,  which  later  spread  downwards 
below  the  angle  of  the  jaw,  forming  an  abscess,  which  was 
incised.  The  ulceration  began  to  fungate  about  ten  weeks 
ago,  and  on  October  17  a  piece  removed  Avas  found  to  be 
epitheliomatous. 

Addendum. — The  epithelioma  rapidly  extended. 
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VII. — Peculiar  Pigmentation  of  the  SJcin  in  an  Infant. 
By  A.  E.  Gakrod,  M.D.  E.vhibited  Odoher  27, 
1905. 

THE  patient  is  a  female  child,  ffit.  2i  years.  She  has 
always  been  very  backward,  and  has  never  sat  up  nor 
talked.  She  is  conspicuously  brachicephalic,  and  shows  some 
of  the  characteristics  of  the  "  Mongolian  "  variety  of  idiocy, 
but  the  facies  is  not  typical.  There  is  some  spasticity  of  the 
limbs,  and  when  the  child  is  placed  upon  its  feet  the  legs  are 
crossed,  as  in  cases  of  congenital  spastic  diplegia.  The 
remarkable  feature  of  the  case  is  a  peculiar  pigmentation  of 
the  skin,  which  has  a  linear  distribution,  is  of  a  grey-brown 
tint,  and  in  places  is  arranged  in  Avhorls  (PI.  VIII).  The  pig- 
mented areas  are  not  raised  above  the  surrounding  skin.  The 
arrangement  of  the  pigmented  lines  and  whorls  is  remarkably 
symmetrical  on  the  two  sides  of  the  body,  but  does  not  follow 
the  course  of  neiwes.  Dr.  J.  Colcott  Fox  expressed  the 
opinion  that  the  case  was  one  of  linear  papillomatous  nasvus, 
in  a  very  early  stage,  preceding  the  development  of  actual 
papillomatous  thickening  in  the  seats  of  pigmentation. 


VIII. — Epithelioma  of  the  Lip  in  a  Ma/f  of  Forty-four 
Years  of  Age.  By  Lawiuk  McGavin.  Exhibited 
October  27,  1905. 

THIS  patient  was  admitted  to  the  Seamen's  Hospital  suffer- 
ing from  a  large  mushroom-shaped  growth  of  the  lower 
lip.  Four  months  previously  he  had  smoked  the  pipe  of  a 
friend,  and  a  few  days  later  noticed  a  small  blister  on  the  lip. 
This  gradually  increased  in  .size  to  its  present  dimensions. 
Owing  chiefly  to  its  great  rapidity  in  growth  it  was  at  first 
regarded  as  a  primary  chancre ;  as,  however,  it  steadily  pro- 
gressed in  spite  of  mercurial  treatment,  and  as  the  glands 
present  were  not  of  the  size  or  consistency  usual  in  such  cases, 
and  in  the  absence  of  secondary  symptoms,  this  diagnosis  was 
abandoned.  The  tumour,  which  had  recently  become  harder 
and  more  everted  at  the  edges,  and  more  concave  in  the 
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centre,  occupied  four  fifths  of  the  margin  of  the  lower  Hp ;  it 
had  not  encroached  upon  the  skin,  but  showed  signs  of  invad- 
ing the  mucous  membrane.  The  submental  glands  were 
slightly  enlarged,  and  one  of  the  left  cervical  chain  could  also 
be  felt.  It  was  proposed  to  remove  the  whole  of  the  lower 
lip  by  an  extensive  V-shaped  incision,  and  then  to  attempt 
the  re-construction  of  the  part  by  the  use  of  some  such  plastic 
method  as  that  of  Langenbeck  or  of  Syme  and  Buchanan. 


IX. — Rodent  Ulcer  of  the  Scalp,  Face,  and  Inner 
Ganthiis  of  the  Eyelid;  treated  hij  the  ajJjMcatlon  of 
X-rays.  By  Lawrie  McGayin.  Exhibited  October 
27,  1905. 

THE  ulcer  began  nine  years  previously  as  a  small  pimple  on 
the  right  eyebrow;  from  this  point  it  had  spread  gradu- 
ally inwards  to  the  inner  canthus,  and  upwards  to  the  scalp 
an  inch  higher  than  the  frontal  eminence ;  below  it  extended 
to  the  bridge  of  the  nose  and  along  the  upper  and  lower 
eyelids.  Three  years  previously  the  ulcer  had  been  scraped 
without  in  any  way  affecting  its  progress. 

When  first  admitted  to  the  Seamen's  Hospital  the  patient 
presented  a  very  hopeless  condition.  The  invasion  of  the 
lids  rendered  the  performance  of  any  operation  out  of  the 
question,  and  the  ulceration  was  producing  marked  conjunc- 
tivitis, and  showed  a  tendency  to  invade  the  orbit  from  the 
inner  canthus.  The  upper  and  inner  edges  of  the  ulcer  were 
markedly  rolled  and  indurated,  the  most  actively  growing- 
part  being  that  over  the  bridge  of  the  nose  and  the  inner 
canthus. 

The  ulcer  was  submitted  to  X-ray  treatment  on  September 
1st,  1905.  By  the  time  he  had  undergone  five  exposures, 
each  being  of  five  minutes'  duration,  the  patient  exhibited  a 
condition  of  intense  dermatitis,  and  at  the  end  of  the  ninth  it 
was  not  considered  wise  to  push  the  treatment  further;  it 
was  accordingly  stopped,  and  fomentations  were  substituted. 
From  this  time  the  ulcer  underwent  resolution  at  a  very  rapid 
rate.  The  rolled  edge  became  perfectly  flat,  smooth,  clean 
scar  tissue  taking  its  place,  the  eyelids  healed  with  loss  of  the 
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lashes  and  slight  tendency  to  ectropion,  and,  at  the  time  of 
exhibition  of  the  case  thei'e  remained  a  healthy  area  of 
granulation  tissue  about  an  incli  and  a  half  in  diameter  over 
the  eyebrow,  which  was  rapidly  becoming  covered. 


X. — Multiple  Lipomas.     By  H.  D.  Rolleston,  M.D. 
Exhibited  January  26,  1906. 

MAN,  tet.  43,  has  noticed  fatty  tumours  in  the  neck  for 
about  four  years,  but  until  his  attention  was  drawn  to 
them  was  not  aware  of  the  others.  The  multiple  lipomas 
are  almost  everywhere  symmetrical. 

There  are  lipomas  on  both  submaxillary  and  parotid 
regions,  in  front  of  the  temporo-maxillary  articulations,  in 
both  supra-clavicular  fossae,  in  the  axilla3,  on  the  posterior 
aspects  of  the  arms  over  the  triceps  muscle,  in  the  pectoral 
i*egions,  over  the  recti  abdominis  muscles  where  they  are 
not  symmetrical,  in  the  right  groin,  and  outer  side  of  right 
thigh.     There  are  none  on  the  legs  or  forearms. 

The  lipomas  in  the  neck  will,  by  fusion,  probably  lead  to 
a  diffuse  lipoma  before  long.  There  has  recently  been  some 
pain  iu  the  lipomas  on  the  right  side  of  the  abdomen  and  in 
the  right  groin,  but  the  other  lipomas  are  neither  painful 
nor  tender,  and  pain  has  not  preceded  the  appearance  of  the 
lipomas,  as  is  the  case  in  adiposis  dolorosa. 

No  enlarged  glands  can  be  felt  in  connection  with  these 
lipomas,  which,  in  their  distribution,  resemble  that  in  so- 
called  "  adeno-lipomatosis,"  aud  there  are  no  scars  from 
tuberculous  glands. 

The  knee-jerks  are  present;  there  is  no  loss  of  muscular 
power.     The  thyroid  cannot  be  felt.     No  epistaxis. 

In  September,  1904,  the  patient  was  in  St.  George's 
Hospital  with  painful  swellings  of  the  wrists,  ankles,  and 
right  big  toe,  which  did  not  yield  to  salicylates  or  to  col- 
«hicum.  On  getting  up  he  had  several  attacks  of  peliosis 
rheumatica  on  the  legs,  and  some  oedema  of  the  feet.  He 
has  occasionally  had  slight  similar  attacks,  but  never  definite 
^out.  The  deformities  of  the  fingers  are  explained  by  trau- 
matism. He  has  recently  put  on  weight  (usual  weight 
9  st.  6  lbs.,  now  11  st.).     Urine  normal. 
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Up  till  September,  1905,  took  three  or  four  pints  of  beer 
daily,  but  no  spirits  ;  none  since. 

Put  on  thyroid  extract  January  12,  1906;  this  made 
him  irritable. 


XI. — A  case  of  General  Paralysis  of  the  Insane  in  a 
boy  let.  16  (?).  By  Johx  R.  Lunn.  Exhibited 
January  26,  1906. 

TJ.,  single,   a  newspaper  boy.      The  patient  is   one  of 
•      eight  children. 

The  mother  states  he  has  always  been  untrustworthy 
with  money,  and  she  thought  he  was  a  kleptomaniac.  He 
has  had  three  fits  with  unconsciousnes,  April  15,  September 
9,  and  September  15,  1905.  Since  having  the  fits  he  has 
become  dullei',  and  has  had  occasional  twitchings  of  the  left 
arm  and  leg.  He  walks  with  his  left  arm  flexed,  abducted, 
and  hand  flexed  on  the  forearm,  and  drags  his  left  leg. 
There  are  no  ti-emors,  but  there  appears  to  be  some  weak- 
ness of  the  elevating  muscles  of  his  mouth,  but  neither  facial 
muscles  are  affected.  Some  weakness  of  the  left  arm  and 
hand.  Sensation  over  the  body  normal.  Speech  not  affected. 
Sphincters  normal.  Reflexes  :  left  elbow  and  wrist  present, 
but  not  present  on  the  right  side ;  patella  reflex  brisk 
on  both  sides;  no  clonus.  Left  pupil  larger  than  right 
(contracts  under  guttai  eserinse).  No  ocular  paralysis.  No 
changes  in  the  fundus. 


XII. — A  case  of  Myasthenia  Gravis  (.^).     By  John  R. 
LuNN.     Exhibited  January  26,  1906. 

WB,,  set.  39.     The  last  seven  years  he  has  noticed  weak- 
•     ness  of  his  hand  and  neck  muscles.     He  stumbles 
when  he  walks. 

Nervous   system. — Motor    weakness   of    arms,    forearms. 
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hands,  and  legs  ;  the  fine  movements  of  the  fino-ers  are  lost. 
Flexion  and  extension  at  the  elbows  are  weak.  The  anterior 
tibial  muscles  of  both  legs  are  weak,  and  there  is  foot-drop. 
Some  loss  of  power  in  the  face  muscles,  and  ptosis.  His 
eyes  cannot  be  raised  above  the  horizontal ;  paresis  of  both 
orbiculares  oris  and  palpebrarum  and  some  weakness  of  both 
occipito-frontales  muscles.  Right  supinator  longus  muscle 
and  right  interossei  are  wasted.  Some  contraction  of  the 
sterno-mastoid  muscles,  but  not  sufficient  to  raise  his  head 
from  the  pillow  when  in  bed. 

Sensory. — Tactile  sensation  to  heat  and  cold  normal. 
Both  knee-jerks  and  plantar  reflexes  absent ;  hypogastric 
and  epigastric  reflexes  present.  The  tongue  does  not  appear 
wasted;  taste  normal.  The  pupils  react  to  light  and  accom- 
modation ;  no  changes  in  the  fundus.  Speech  blurred,  the 
blurring  increased  by  talking;  some  slight  difficulty  in  swal- 
lowing. All  the  wasted  muscles  react  to  faradism,  but  not 
well,  and  a  strong  current  is  necessary;  they  do  not  react 
to  galvanism. 


XIII. — A  case  of  Molluscmn  Fihrosum.     By  John  E. 
Luxx.     Exhibited  January  26,  1906. 

JK.,  £et.  22,  a  cook.  First  noticed  his  present  condition 
•  eighteen  months  ago,  and  has  gradually  become  worse. 
Six  months  ago  he  was  obliged  to  give  up  his  work  as  some 
lumps  appeared  on  his  face.  Two  lumps  on  his  toes  have 
disappeared,  leaving  only  slight  scars.  He  has  experienced 
no  pain  in  the  swellings,  onlj"  slight  itching  at  night-time 
when  he  gets  warm  in  bed. 

Present  condition. — Healthy-looking  man.  The  patient's 
trunk  is  covered  all  over  Avith  tumours,  varying  from  the 
size  of  a  millet  seed  to  that  of  a  cherry;  most  of  them  are 
sessile,  but  a  few  are  becoming  pedunculated ;  they  are 
movable  on  the  deeper  structures,  and  adherent  to  the  skin, 
which  is  rather  thinned  over  their  centres.  The  distribution 
does  not  appear  to  correspond  to  any  nerves.  He  has  had 
arsenic  and  thyroid  tablets  by  the  mouth,  but  no  changes  in 
the  tumours  have  taken  place.     Two  of  the  tumours  were 
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excised    for  examination   and  sent  to  the  Clinical  Reseai-ch 
Association. 

"  The  largei"  of  these  two  tumours  is  a  localised,  but  not 
encapsuled  growth  of  fibrous  tissue,  plentifully  nucleated 
and  containing  blood-vessels  and  nerves.  The  presence  of 
the  latter,  with  their  concentrically  arranged  sheaths,  is  of 
some  importance,  pointing  to  the  probability  that  this 
fibroma  has  arisen  from  the  nerve  sheath,  and  is  therefore  a 
neuro-fibroma.  The  fact  that  the  growths  are  multiple  is 
also  in  favour  of  this,  but  it  does  not  necessarily  follow. 
The  smaller  tumour  is  more  diffuse  in  appearance,  and  there 
are  no  nerve-fibres  to  be  recognised  in  it.  Neither  of  these 
tumours  show  any  sign  of  malignancy." 


XIV. — A  case  of  Laminectom.i/  for  Traumatic  Para- 
plegia. By  Lawrie  McGavin.  Exhibited  January 
26,  1906. 

THE  patient,  a  labourer,  get.  36,  was  admitted  to  the  Sea- 
men's Hospital,  October  10,  1905.  A  steel  plate  twenty 
feet  long  and  four  feet  wide  had  fallen  across  his  back.  On 
admission  there  was  complete  loss  of  sensation  and  motion 
in  both  lower  extremities ;  the  scrotum  and  penis  were 
partially  anaesthetic ;  there  was  complete  absence  of  knee- 
jerks  and  of  plantar  reflexes,  and  the  bladder  and  rectum 
were  paralysed,  as  was  also  the  sphincter  ani.  A  depressiou 
was  found  over  the  spine  of  the  first  lumbar  vertebra  deep 
enough  to  admit  the  tip  of  the  finger. 

The  patient  was  submitted  to  operation  three  hours  after 
the  injury.  The  spinous  processes  and  posterior  halves  of 
the  first  and  second  lumbar  vertebrae  were  found  to  be  com- 
pletely detached,  and  forced  down  upon  the  cord ;  the  left 
lamina  of  the  second  lumbar  vertebra  was  comminuted,  and 
a  portion  of  this  bone  was  found  to  have  been  pushed  for- 
wards between  the  cord  and  the  transverse  process.  The 
whole  of  the  detached  bone  was  removed,  and  the  wound  Avas 
closed  except  for  the  presence  of  a  horse-hair  drain  at  the 
lower  angle.  Twenty-four  hours  later  sensation  had  returned 
in  the  right  leg  and  thigh,  and  the  foot  and  ankle  could  be 
moved.  On  the  following  day  sensation  returned  in  left  leg 
VOL.  xxxix.  16 
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and  thigh,  with  the  exception  of  the  area  supplied  by  the 
genito-crural  nerve  and  the  lesser  sciatic.  In  three  weeks 
the  paralysis  of  the  rectum  and  bladder  improved;  and 
under  massage  and  faradisation  the  motor  and  sensory  func- 
tions have  gradually  returned,  although  the  left  leg  and 
thigh  still  remain  feeble.  The  patient  is  now  able  to  walk 
without  the  help  of  either  crutches  or  sticks ;  the  right  knee- 
jerk  is  still  delayed  and  feeble,  and  the  plantar  reflexes  are 
absent. 


XV. — Congenital  Aperture  in  the  Centre  of  the  Palate. 
By  James  Berry,  B.S.  Exhibited  January  26, 
1906. 

HW.,  get.  16.     Admitted  to  the  Eoyal  Free  Hospital  on 
•      account  of   a  congenital  aperture  in  the  middle  line  at 
the  junction  of  the  hard  and  soft  palates.     It  is  symmetrical 


Fig.  23. — Congenital  apertm-e  in  the  centre  of  the  palate. 

and  oval,  being  7  mm.  long  and  5  mm.  wide.     Two  thirds  of 
the  opening  are  in  the  hard  palate,  one  third  is  in  the  soft. 
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The  edges  are  thin.  On  either  side  of  and  behind  the  open- 
ing the  tissues  are  thinner  than  is  natural.  The  uvula  and 
posterior  edge  of  the  soft  palate  are  congeuitally  cleft. 

There  is  no  harelip  nor  any  other  defect  of  development 
except  those  mentioned. 

The  mother  states  that  the  opening  in  the  palate  was 
noticed  soon  after  birth^  and  that  it  was  then  "  nearly 
covered  with  a  thin  membrane.'^  For  the  first  tsvo  years  of 
life  the  child  was  "  delicate,"  but  she  has  never  had  any 
serious  illness.  There  has  been  no  injury  to  the  palate  at 
any  time,  and  no  operation  of  any  kind  has  yet  been 
attempted. 


XVI. — Case  of  Shahing  Head  or  Sijasmus  Nutans. 
By  C.  H.  Thompson,  M.D.  Exhibited  January  26, 
1906. 

LC,  «t.  8  months.  Attended  St.  George's  and  St. 
•  James's  Dispensary  last  November,  when  five  and  a 
half  months  old,  with  an  attack  of  bronchitis,  from  which 
she  recovered  in  two  or  three  weeks. 

In  the  first  week  in  December,  when  the  child  was  six 
mouths  old,  her  mother  noticed  movements  of  her  head  and 
eyes,  which  have  continued  up  to  the  present  time.  The 
child  has  always  been  suckled,  but  was  also  fed  on  nursery 
biscuits  during  the  first  few  months  of  life.  She  lives  with 
her  parents  and  two  elder  children  in  a  dark  back  room  in  a 
basement  in  Soho. 

There  is  no  history  of  injury  or  fits,  and  there  are  no  signs 
of  rickets,  although  sweating  about  the  head  at  night  and 
throwing  off  the  bedclothes  have  been  noticed. 

Present  condition. — There  are  almost  continuous  move- 
ments of  the  head,  both  lateral  and  to  and  fro,  Avhile  the 
child  is  awake.  The  movements  cease  during  sleep  and 
when  the  eyes  are  bandaged.  They  also  cease  if  the  child 
grasps  any  article  and  becomes  intent  on  obtaining  it. 

There  is  marked  nystagmus,  lateral,  rotatory,  and  up 
and  down.  These  movements  of  the  eyes  become  more 
marked  when  the  head  is  grasped  and  steadied. 

In  its   mode  of  onset,  and  the  symptoms  observed,  the 
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case  closely  resembles  thirfcy-five  cases  of  this  condition 
observed  by  Dr.  John  Thomson,  of  Edinburgh,  and  tabulated 
in  his  interesting"  paper  on  "  (Spasmus  Nutans  "  in  Jacobi's 
Festschrift.  Almost  all  of  Dr.  Thomson's  cases,  however, 
showed  signs  of  rickets.     Thirty-one  of  them  had  nystagmus. 


XVII. — A  Case  of  Amijotropliic  Lateral  Sclerosis.     By 
J.  Walter  Care,  M.D.    Exhibited  Jaimary  26,  1906. 

PATIENT,  get.  33,  is  a  labourer.  His  present  ilhiess  began 
about  four  years  ago  with  weakness  and  wasting  of  the 
right  hand;  two  and  half  years  ago  the  right  leg  began  to 
get  weak  and  stiff,  with  increasing  difficulty  in  walking.  A 
year  ago  weakness  was  first  noticed  in  the  left  arm,  and 
during  the  last  few  mouths  in  the  left  leg. 

At  the  present  time  the  legs  present  well-marked  spastic 
paraplegia,  with  extensor  plantar  reflex,  exaggerated  knee- 
jerks,  and,  on  the  right  side,  ankle  clonus.  There  is  some 
pes  cavus  on  both  sides.  The  arms  show  distinct  flaccid 
paralysis,  affecting  mainly  the  small  muscles  of  the  hands, 
and,  to  a  much  less  degree,  some  of  the  shoulder  muscles. 
Fibrillary  twitchings  are  very  marked  in  nearly  all  the 
affected  muscles.  The  intrinsic  muscles  of  the  hands  show  a 
partial  R.D.,  nowhere  complete,  except  that  the  right  first 
dorsal  interosseous  gives  no  reaction  to  either  current. 

There  is  no  affection  of  sensation,  of  co-ordination,  nor  of 
the  sphincters^  and  no  indication  of  any  bulbar  paralysis, 
except  very  slight  weakness  of  the  right  facial  muscles. 

There  is  well-mai-ked  nystagmus  of  the  right-  eye,  but 
this  is  pei'haps  connected  with  the  blindness  of  the  left  eye 
due  to  ophthalmia  neonatorum. 
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XVIII. — A  Case  of  Transverse  Mijditis,  ivith  loss  of 
Knee-j erics ;  Recover y.  By  W.  P.  Hekringham, 
M.D.     Exhibited  January  2G,  1906. 

AS.,  get.  29,  a  labourer,  was  admitted  April  21,  1905, 
•  with  the  following-  history  : — Nine  days  sigo  had  pains 
in  legs  and  back,  Avhich  got  worse.  His  arms  became  weak, 
and  he  lost  control  ot"  his  sphincters.  Loss  of  power  and 
anaesthesia  rapidly  developed  in  his  legs.  He  has  never 
been  a  drinker,  and  has  not  had  syphilis. 

On  admission  there  was  paralysis  of  intercostals,  dia- 
phragm, and  legs.  The  arms  were  weak.  There  was 
anaesthesia  of  the  legs,  which  soon  spread  upwards  as  far  as 
the  level  of  the  nipples,  with  complete  paralysis  of  his  chest 
muscles,  and  loss  of  knee-jerks.  Large  bedsore  developed ; 
there  was  severe  cystitis,  and  the  urine  became  very  ammo- 
niacal  and  purulent.  For  a  fortnight  in  May  there  was 
marked  hectic  fever.  His  condition  g-raduaily  improved 
until  now,  nine  months  later,  he  is  able  to  walk  about 
unaided.  He  still  has  some  weakness  of  the  sphincters,  but 
this  is  improving.  His  knee-jerks,  which  were  not  obtained 
during  the  early  part  of  his  illness,  are  now  present. 


XIX.— Charcot's  Disease  of  the  Thumb.  By  P. 
Maynaed  Heath,  B.S.  Exhibited  January  26, 
1906. 


JO.,  a  man  £et.  45,  cut  his  left  thumb  with  a  saw  three 
•  months  ago.  There  was  some  inflammation  about  the 
part,  but  the  wound  healed.  Soon  after  the  thumb  began  to 
swell.  A  month  later  the  skin  became  red,  and  lately  the 
swelling  has  become  much  greater.  There  has  been  very 
little  pain. 

At  the  present  time  the  thumb  is  vei-y  much  swollen,  and 
the   skin  is  red  and  in   parts  scaly.     The  swelling-  is  most 
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marked  over  the  interplialangeal  articulation,  and  this  joint 
is  disorganised.  The  metacarpo-phalaugeal  articulation  is 
normal. 


Fig.  24. — Charcot's  disease  of  the  thumb. 


There  are  well-marked  signs  of  Tabes.  The  knee-jerks 
are  unobtainable.  The  pupils  show  the  Argyll  Robertson 
phenomenon,  and  Romberg's  symptom  is  present. 
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XX. — Case  of  Sudden  Paralysis  of  the  Third  Cranial 
Nerve.  By  Bertram  Abrahams,  M.B.  Exhibited 
January  26,  1906. 

"V/TARRIED  woman,  aet.  47.  Has  had  eleven  children,  one 
lYi  premature  confinement.  Seven  are  living;  one  died, 
aged  ten,  of  "ulcers  of  bowel, ^'  none  of  infantile  ailments. 

Husband  has  had  a  skin  disease,  with  a  rash  on  the  body 
and  loss  of  hair  in  patches,  several  years  ago.  This  recurred 
two  years  back. 

Patient  had  been  subject  to  quinsies  for  many  years  till 
her  tonsils  were  removed  twelve  years  ago.  Has  been  an 
out-patient  at  Westminster  Hospital  on  and  off  for  four 
years  with  shooting  pains  in  legs  and  feet;  these  were 
relieved  by  tonics.  For  the  last  month  there  has  been 
twitching  of  the  left  eyelid.  On  January  18  and  19  she 
was  drowsy  and  sleepy,  and  had  frontal  headache.  On  the 
morning  of  January  20  she  found  that  she  saw  objects 
double;  the  left  eye  was  partially  closed,  and  during  the 
morning  the  closure  became  complete. 

Present  condition  of  eyes. — Left :  slight  elevation  of  eye- 
brow; complete  ptosis ;  slight  proptosis.  Pupil  three-quai'- 
ters  dilated;  not  quite  circular;  does  not  react  to  light  or 
accommodation.  Eye  deviated  outwards  at  an  angle  of  about 
25°.  Movement  outwards  unimpaired,  inivards  not  beyond 
centre  of  orbit,  upwards  lost,  downwards  lost  except  a  slight 
downward  movement  with  inward  rotation  (sup.  oblique). 
Right:  normal;  transverse  axis  greater  than  vertical.  No 
iritis;  discs  and  fundi  natural.  There  is  crossed  diplopia, 
both  horizontal  and  vertical.  In  horizontal  meridian  the 
false  image  is  below  and  to  right  of  line.  In  vertical  false 
image  is  below  line  with  downward  movement,  and  above  it 
with  upward.  When  the  image  is  on  the  level  of  the  centre 
of  the  eye  it  is  single. 

The  other  ci*anial  nerves  and  the  rest  of  the  nervous 
system  are  natural.  There  is  a  systolic  bruit  at  the  cardiac 
apex,  and  a  to-and-fro  murmur  at  the  aortic  base.  The  liver 
is  enlarged,  the  dulness  extending  to  two  fingers-breadth 
below  the  costal  margin  in  the  left  mammary  line.  There  is 
no  other  abnormal  physical  sign. 

It  will  be  noted  that  the  palsy  is  in  an  early  stage,  over- 
action  of  the  external  rectus  and  radial  dilator  of  the  iris  not 
having  developed. 
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XXI. — A  Case  of  Bilateral  Beformitij  of  the  Neck  of 
the  Femur.  By  Rupert  Bucknall,  M.S.  Exhibited 
Jamuary  26,  1906. 

A  BOY,  ?et.  9,  who  always  had  difficulty  in  walking,  which 
has  increased  as  he  has  grown  older.  No  history  of 
injury;  not  thought  to  have  had  rickets;  has  been  kept  in 
bed  during  the  past  twelve  months.  The  lower  limbs  are  of 
equal  size  and  length.  The  trochanter  on  either  side  lies 
higher  than  normal,  its  tip  being  three  quarters  of  an  inch 
above  Nelaton's  line.  Otherwise,  when  lying  at  rest  the 
limbs  do  not  appear  abnormal.  The  head  of  the  femur  can 
easily  be  felt  in  Scarpa's  ti'iangle,  much  below  the  level  of 
the  great  trochanter.  Extension  is  perfect;  flexion  is  good; 
adduction  is  slightly  increased  in  range;  abduction  is  remark- 
ably diminished,  both  in  the  extended  and  flexed  positions  of 
the  limb.  When  extended  the  angle  of  abduction  between 
the  two  thighs  does  not  exceed  twenty  degrees.  Internal 
rotation  is  slightly  diminished.  External  rotation  can  only 
be  carried  out  through  half  the  normal  range.  The  marked 
adduction  of  the  thighs  interferes  with  walking,  and  almost 
leads  to  a  cross-legged  gait,  and  running  is  impossible. 

Skiagrams   show   marked   bending    of    the    neck    of    the 
femur  downwards. 


XXII. — Case  of  Osteosarcoma  of  Frontal  Bone.  By 
Thomas  H.  Kellock,  B.C.  Exhibited  January  26, 
1906. 

FP.,  set.  23.  Family  histoiy  quite  good.  Between  six 
•  and  seven  years  ago  first  noticed  a  small  hard  swelling 
on  the  left  side  of  the  forehead  just  above  the  eyebrow;  this 
has  gradually  increased  in  size;  it  has  never  been  tender  nor 
given  rise  to  any  pain  or  symptoms.  A  large  tumour  now 
involves  the  left  half  of  the  frontal  bone,  and  extends  a  little 
beyond  the  mid-line  above  the  nose;  it  is  1S\  inches  in 
circumference,  and  rises  about  4  inches  above  the  level  of 
the  rest  of  the  skull ;  it  is  densely  hard,  except  in  a  few  spots. 
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which  feel  soft  and  elastic ;  the  veins  in  the  scalp  over  it  are 
somewhat  distended.  The  left  eyeball  is  displaced  down- 
wards and  forwards,  but  there  is  no  diplopia. 

There  are  signs  of  optic  neuritis  in  both  eyes.  A  skiagram 
shows  the  tumour  to  be  chiefly  composed  of  bone,  but  the 
periphery  is  irregular.  The  patient's  general  health  is,  and 
has  been,  excellent,  and  he  has  followed  his  occupation — that 
of  a  tailor — up  to  the  present  time. 

On  January  2  an  exploratory  incision  was  made  into  the 
tumour  by  turning  backwards  a  flap  of  the  scalp,  and  the 
periosteum  which  overlay  the  growth  was  separated.  The 
surface  of  the  growth  was  found  to  be  soft,  and  the  micro- 
scopic examination  of  a  piece  that  was  removed  showed  it 
to  be  sarcomatous;  the  central  portion  of  the  tumour  was 
very  hard,  and  was  with  difficulty  cut  with  a  gouge.  There 
was  rather  free  haemorrhage,  which  was  arrested  by  the 
application  of  adi-enalin  solution.  The  wound  was  closed, 
and  healed  by  first  intention. 


XXIII. — Tetany  of  seven  months'  duration  associated 
'with  G astro-intestinal  Disorder  in  a  girl  ast.  9  years, 
aiyparently  cured  by  the  use  of  Thyroid  Substance. 
By  H.  T.  Man'I',  M.B.,  and  H.  Batty  Shaw,  M.D. 
Exhibited  January  26,  1906. 

EA.,  an  ill-nourished  child  of  nine  years,  has  suffered 
•  from  gastro-intestinal  disorder  for  the  last  four  years. 
For  the  last  eighteen  months  she  has  been  unable  to  walk 
because  of  weakness  of  the  lower  extremities,  and  during  this 
period  the  abdomen  has  become  much  distended.  She  has 
suffered  from  i*epeated  attacks  of  tetany  during  the  last  seven 
months,  and  has  become  very  pale,  the  blood  examination 
showing  secondary  angemia.  vShe  is  somewhat  puffy  in  the 
face,  and  a  firm  oedema  has  been  present  in  the  feet  and 
hands.  The  knee-jerks  have  been  lost  on  a  previous  occa- 
sion, but  returned,  and  the  tetany  disappeared  under  treat- 
ment in  hospital  with  salol,  etc.  The  same  treatment  has 
now  failed,  and  the  knee-jerks  are  again  absent.  The 
recent  attacks  of  tetany  disappeared  immediately  after  the 
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use  of  thyi'oid  substance,  and  though  this  remedy  was  given 
for  a  week  only,  attacks  have  not  recurred.  The  treatment 
has  been  lately  resumed  in  order  to  get  rid  of  pains  in  the 
feet,  which  occur  in  walking  or  standing.  The  points  of 
interest  in  the  case  are — 

(1)  The  long   pei-iod    (seven    months)    during  which  the 
attacks  of  tetany  have  been  frequently  reported. 

(2)  The  association  with  marked  gastro-intestinal  disorder 
and  distension  of  the  alimentary  tract. 

(3)  The  failure  of  the  antiseptic  treatment  of  the  bowel, 
though  on  a  former  occasion  it  appeared  to  be  successful. 

(4)  The  apparent  prompt  response  to  thyroid  treatment. 


XXIV. — Plexiform.  Angioma  of  the  Hand  and  Arm. 
By  Hugh  M.  Rigby,  M.S.  Exhibited  January  26, 
1906. 

THE  patient,  when  three  months  old,  was  admitted  into  the 
London  Hospital  in  January,  1905.  The  left  brachial 
and  radial  arteries  were  dilated  and  tortuous,  and  communi- 
cated a  well-marked  thrill.  The  palm  of  the  hand  was  occu- 
pied by  a  pulsatiug  vascular  tumour.  The  third  part  of  the 
left  subclavian  artery  was  ligatured  in  February,  1905.  Not 
improved. 


XXV. — Cavernous  Nseviis  of  the  Tongue.     By  Hugh  M. 
Rigby,  M.S.     Exhibited  January  26,  1906. 

THE  patient  was  in  the  London  Hospital  eighteen  months 
agro  for  cavernous  ngevus  of  the  right  border  and  dorsum 
of  the  tongue.  In  July,  1904,  the  right  lingual  artery  and 
veins  were  ligatured,  and  the  tumour  apparently  completely 
dissected  out.  The  present  condition  shows  a  gradually 
increasing  recurrence. 
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XXVI. — Perforating  Ulcers  avd  Joint  Cltanges  with 
only  slir/ht  Sensory  Changes.  By  C.  E.  Beevor, 
M.b.     Exhibited  January  26,  1906. 

WILLIAM  D.,  aet.  38,  married,  formerly  catsraeat  mnn 
(standing  many  hours). 

Health  generally  good.  Temperate.  Bright's  disease  at 
twenty-seven  for  two  years.  Venereal  disease  and  risk 
denied. 

Five  years  ago  had  two  fits,  with  parasthesia  all  over 
right  side,  and  loss  of  speech.  In  bed  six  months.  Unable 
to  move  legs,  which  were  stiff,  for  six  weeks;  power  returned 
gradually  and  steadily.  Resumed  business  in  nine  months. 
Sphincters  and  sensation  unaffected. 

Three  years  ago  toes  became  stiff ;  blisters  appeared  on 
dorsal  and  plantar  surfaces,  which  ulcerated.  Three  pieces 
of  dead  bone  separated  on  various  occasions;  one  piece 
evidently  distal  end  of  terminal  phalanx  of  great  toe. 

Had  pains  in  right  ankle,  but  could  walk  with  a  stick 
until  nine  months  ago,  when  pain  in  ankles  worse;  feet 
tender,  painful  if  he  trod  on  a  stone.  Gave  up  walking  ten 
weeks  ago. 

Present  condition. — Some  ptosis;  slight  overaction  of 
frontalis.  Pupils  equal;  react  to  light,  and  convergence. 
Talkative,  and  apt  to  get  confused  ;  lisps. 

Sensation. — Slight  difficulty  in  distinguishing  between 
touch  and  prick,  and  also  heat  and  cold  on  soles  of  feet  and 
dorsal  aspect  of  toes.  Otherwise  sensation  is  normal  thi'ough- 
out.     No  lightning  pains. 

Ankle-joints  were  stiff  on  admission,  but  now  appear 
normal. 

Muscidar  system  normal,  except  some  difficulty  in  moving 
the  toes  ;  knee-jerks  increased ;  plantar  reflex  gives  flexion 
of  toes. 

Feet  are  very  misshapen;  sweat  freely  and  smell  foul. 

Right  foot  flat ;  bones  of  tarsus  and  proximal  ends  of 
metatarsal  bones  are  large,  but  joints  are  movable  actively 
and  passively  without  grating. 

On  admission  to  hospital  there  was  much  swelling  of 
ankle,  tarsus,  and  metatarsus  and  toes  in  both  feet.  This 
has  diminished  with  rest  in  bed, 
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Risrlit  toes  :  fonv  external  toes  are  now  about  normal  size  : 
formerly  enlarged  and  stiff.  Great  toe  much  enlarged  in  the 
soft  tissues,  which  were  still  larger  on  admission.  Bones  of 
metatarso-phalangeal  joint  are  large,  but  joint  moves  well 
actively  and  passively  without  grating.  Plialangeal  joint 
quite  disintegrated ;  formerly  large  pei-forating  ulcer  on 
under  aspect,  through  which  three  pieces  of  bone  have 
sloughed,  one  of  which  is  distal  extremity  of  terminal  phalanx, 
which  is  absent  in  skiagram.  Toe-nail  has  been  lost  many 
times. 

Left  foot  :  arch  is  not  flattened  as  in  right.  Outer  three 
toes  normal.  Great  toe  misshapen.  Great  enlargement  of 
raetatarso-phalangeal  joint,  especially  in  dorso-plantar  dia- 
meter;  considerable  bony  deformity  all  round  joint;  passive 
movement  only  possible,  and  grating  is  obtained.  Fair 
movement,  active  and  passive,  in  phalangeal  joint ;  no  grating, 
but  joint  is  abnormally  loose.  Perforating  ulcer  less  severe 
under  this  joint.  Second  toe  abnormally  thick  and  straight, 
seen  from  above,  but  has  a  large  bulbous  soft  swelling  under 
the  distal  phalanx.  Metatarsal  joint  much  increased  in 
dorso-plantar  diameter;  abnormal  exostosis  at  the  end  of  the 
metatarsal  bone;  movement  of  joint  very  limited;  dorsi- 
flexion  impossible;  no  actual  grating;  movements  of  phalan- 
geal joints  almost  absent.  Nail  is  at  the  extreme  end  of  the 
toe. 

The  case  is  probably  one  of  syringo-myelia  with  slight 
sensory  changes  or  of  early  tabes  dorsalis. 


XXVII. — Mediastinal  Sarcoma  which  cUsappeared  after 
treatment  Iji/  the  Rijntqen  Bays.  By  J.  P.  zum  Busch, 
M.D.     Exhibited  March  23^  1906. 

K.,  aet.  37,  suffered  from  a  chancre  in  1896.  Syphilis 
was  diagnosed  only  in  the  following  year,  when  specific 
tonsillitis  and  an  eruption  on  the  palms  and  soles  appeared. 
This  psoriasis  palmaris  broke  out  frecpiently  during  the  next 
years,  so  that  the  patient  was  almost  continually  under 
mercurial  treatment.  Altogether  he  used  480'0  grms.  of  grey 
ointment  for  inunction,  and  took  a  large  number  of  mercurial 
pills ;    he   also   had   thirty-five   intra-muscular  injections  of 
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mercuric  salicylate.  In  spite  of  this  vigorous  treatment  the 
psoriasis  palmaris  recurred  in  September,  1904,  when  he  came 
under  my  treatment. 

The  patient  at  that  time  was  very  ancCmic  and  looked  ill  ; 
his  breath  was  very  short.  The  face  and  neck  were  swollen 
and  cyanosed  ;  the  snperticial  veins  of  the  whole  body,  and 
especially  the  right  epigastric  veins,  were  enormously  en- 
larged. He  complained  of  pains  in  the  right  half  of  the 
thorax,  which  had  for  the  first  time  occurred  about  four  years 
ago.  The  pains  came  in  attacks,  always  at  night-time,  and 
lasted  for  two  or  three  hours.  At  first  tlie  intervals  between 
the  attacks  had  been  very  long  ;  gradually,  however,  they 
had  become  shorter  and  shorter.  Two  yeai's  ago  he  began 
to  complain  of  giddiness  and  pain  in  the  left  half  of  the  head 
and  pressure  in  the  left  eye.  About  this  time  the  veins  com- 
menced to  swell;  the  swallowing  became  difficult;  large 
pieces  of  meat  or  bread  could  not  be  swallowed  at  all. 

During  the  winter  1903 — 1904  the  condition  became 
worse  ;  the  attacks  occui-red  almost  evei-y  night.  The  spring 
and  early  summer  bi-ought  a  slight  improvement.  In  August, 
1905,  he  had  a  very  severe  attack  of  pain,  which  lasted  five 
hours  and  left  a  swelling  in  the  region  of  the  second  and 
third  sternocostal  joints.  The  swelling  increased  in  size  and 
became  painful.  About  four  weeks  later  a  large  lump  was 
noticed  in  the  right  supra-clavicular  space.  There  were  fre- 
quent rises  of  temperature  and  patient  lost  weight  rapidly. 

When  first  seen  by  me  (September,  1904)  his  condition 
was  as  abo^^e  described ;  there  was  a  large  mediastinal 
tumour,  which  pushed  the  second  and  third  rib  on  the  right 
side  of  the  sternum  forward ;  this  tumour  could  be  easily 
made  out  by  percussion,  and  was  seen  by  examination  with 
the  Rontgen  rays.  The  breathing  was  very  short  and  the 
swallowing  difficult;  a  distinct  sound  could  be  heard  when  the 
patient  tried  to  force  some  food  down.  There  were  some 
hard,  irregular  glands  to  be  felt  above  the  clavicle,  and  a 
deep  resistance  on  pressure  over  tlie  jugulum.  An  examina- 
tion of  the  blood  gave  a  normal  count.  The  present  state 
seemed  to  warx'ant  the  diagnosis  of  a  malignant  tumour  of  the 
mediastinum.  In  view,  however,  of  the  co-existence  of  a 
typical  syphilitic  eruption,  and  of  the  nocturnal  attacks  of 
pain,  the  possibility  of  a  large  gumma  was  thought  of  and 
the  patient  treated  accordingly  by  intra-muscular  injections 
of  mercuric  salicylate  and  by  the  internal  administration  of 
I'O  grm.  potassium  iodide  three  times  daily.     The  skin  erup- 
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tion  disappeared  rapidly;  the  tumour,  however,  remained 
quite  stationary.  In  January,  1905,  the  patient  caught  a 
slight  cold,  which  was  followed  by  an  unusually  severe 
attack  of  pain,  by  coughing,  hoarseness,  still  greater  diffi- 
culty in  swallowing,  and  parcesthesia  over  the  left  half  of 
the  body.  The  pulse  rose  to  120  and  has  remained  more 
frequent  since  that  time. 

The  patient  seemed  in  a  hopless  state,  and  following  the 
wish  of  his  friends,  he  left  for  Vienna  as  soon  as  he  was  able 
to  make  the  journey.  Professor  Mannaberg  and  others  who 
saw  the  patient  concurred  in  the  diagnosis  of  malignant 
tumour ;  Dr.  Forges,  who  also  saw  him,  sent  him  to  Dr. 
Kienbock  for  treatment  with  the  Rontgen  rays. 

At  the  beginning  of  the  treatment  (February  10th)  the 
condition  was  as  follows  :  Area  of  dulness  extending  to  both 
sides  of  manubrium  sterni  (more  to  the  right)  14*5  cm.  broad; 
at  the  level  of  the  third  rib  it  is  only  11  cm.  broad.  Second 
and  third  costal  cartilages  on  right  side  very  prominent. 
Hard,  irregular  glands  in  supra-clavicular  space  on  right  side. 
Veins  greatly  dilated.  Fupils  of  equal  widths  and  normal 
reaction.  Heart-sounds  normal,  pulse  frequent.  Examina- 
tion of  blood  gave  5,100,000  red  and  5700  white  corpuscles; 
68*8  per  cent,  polynuclear,  24"6  per  cent,  lymphocytes,  4'6 
per  cent,  eosinophile,  2  per  cent,  plasma  cells,  hasmoglobin 
(Fleischl)  80  per  cent.,  colour  index  0*8.  The  blood  count 
was  normal,  with  the  exception  of  an  increase  in  the  plasma 
cells. 

The  skiagi'aphic  examination  confirmed  the  diagnosis  of  a 
large  mediastinal  tumour.  A  gelatine  capsule  filled  with 
bismuth,  which  the  patient  tried  to  swallow  during  the  ex- 
amination, did  not  pass  further  than  to  the  level  of  the 
jugulum,  where  it  stuck. 

In  view  of  the  syphilitic  history  mercury  inunctions  (2*0 
grms.  2)6r  diem)  were  begun,  and  the  tumour  was  exposed  to 
the  Rontgen  rays  in  the  following  way  : 

From  February  11  to  18  the  prominent  part  of  the  tumour 
was  treated  daily  for  five  to  six  minutes.  After  the  first  two 
sittings  the  patient  felt  greatly  improved  ;  the  pain  had  dis- 
appeared and  the  difficulties  in  breathing  and  swallowing 
were  much  less.  After  the  sixth  sitting  the  prominence  had 
disappeared.  From  February  20  to  25  the  intra-scapular 
space  was  treated  in  the  same  way.  From  February  27  to 
March  2  the  lateral  parts  of  the  thorax  were  treated. 
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From  March  18  to  28  and  again  from  April  2  to  14  the 
anterior  wall  of  the  thorax  was  exposed. 

The  patient  came  back  to  London  and  was  seen  by  me  on 
April  29.  His  condition  was  greatly  improved ;  the  dulness 
over  the  sternum  was  only  8*5  cm.  broad,  the  prominence  of 
the  ribs  and  the  enlarged  glands  had  entirely  disappeared, 
the  veins  were  normal  in  size.  The  patient  had  gained  3  kgm. 
in  weight,  slept  well,  was  entirely  free  from  pain,  and  had  no 
difficulty  in  breathing  or  swallowing. 

On  May  10  he  came  again  to  see  me,  and  complained  of 
some  giddiness.  It  Avas  found  that  the  glands  in  the  supra- 
clavicular space  had  become  again  enlarged  and  hard.  As 
one  of  the  glands  felt  fairly  movable,  I  removed  it  under 
cocaine  for  diagnostic  purposes.  The  gland  was  slightly 
adherent  to  its  surroundings,  looked  homogeneous  and  glassy 
on  section,  and  showed  no  trace  of  caseation. 

Microscopically  it  proved  to  be  a  sarcoma,  which  showed 
in  some  parts  an  alveolar  structure. 

The  patient  was  advised  to  return  to  Vienna  for  further 
treatment.  He  had  five  further  exposures  between  May  22 
and  26,  after  which  the  glands  had  almost  disappeared. 

Since  that  time  the  patient  has  remained  in  very  good 
health ;  he  is  quite  able  to  do  all  his  work  as  an  electrical 
engineer,  he  has  gained  in  weight,  and  is  quite  free  from 
pain. 

In  January,  1906,  he  had  a  further  course  of  Rontgen 
treatment  as  a  prophylactic  measure. 

A  very  similar  case  has  been  published  by  A.  Clopatt  in 
the  Deutsche  viedizin.  Wochenschrijl,  No.  29,  1905. 


XXVUl.—Bonif  Tumour  of  SlmU.     By  H.  G.  Tuuney, 
M.D.     Exhibited  March  23,  1906. 

THE  patient  is  a  man  set.  42.  He  has  noticed  the  swelling 
on  the  top  of  his  head  for  seven  or  eight  years.  For  the 
last  eighteen  months  he  has  had  headache,  which  is  getting 
more  severe.  The  headache  is  worse  during  the  day  ;  in  fact, 
he  sleeps  well  at  night.  He  has  had  three  "  fits,"  at  intervals 
of  about  two  years,  during  the  last  six  years,  and  four  or  five 
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years  ago  lie  had  right-sided  facial  paralysis  of  infra-nuclear 
type  (?  if  Bell's  palsy). 

On  examination. — A  large  smooth  bony  growth  occupying 
the  right  and  anterior  portion  of  the  calvariuni  and  extending 
across  the  mid-line  for  some  distance.  No  optic  neuritis  ;  no 
signs  of  nerve  involvement.  No  vomiting  nor  slowness  of 
pulse. 


XXIX. — Case  of  Sudden  Paralysis  of  flie  Third  Cranial 
Nerve.  By  Bertram  Abrahams,  M.B.  Exhibited 
March  23,  1906. 

MARRIED  woman,  set.  47.  Exhibited  at  the  last  clinical 
evening  of  the  Society,  January  26.  Paralysis  of  the 
left  third  nerve  was  then  total.  It  was  suspected  that  the 
lesion  was  of  specitic  origin,  as  the  patient  was  the  subject 
of  aortic  valvular  disease  consequent  upon  a  descending 
aortitis,  and  her  husband  was  known  to  have  suffered  from  a 
general  cutaneous  eruption  a  few  j^ears  back.  She  was 
accordingly  treated  with  potassium  iodide  for  between 
two  and  three  weeks  without  the  slightest  obvious  effect. 
She  was  then  put,  instead,  upon  mercurial  inunctions,  and 
soon  began  to  show  improvement,  which  is  now  steadily 
progressing. 

The  original  attack  occurred  suddeul}"-  on  January  20. 
Visible  improvement  had  begun  by  the  middle  of  February, 
and  by  the  middle  of  March  the  ptosis  had  virtually  dis- 
appeared. 

Present  condition  of  left  eye. — Ptosis  very  slight.  Pupil 
moderately  dilated,  inactive  to  light  and  accommodation ;  back- 
ward deviation  has  decreased.  There  is  some  recovery  of 
action  of  internal  and  inferior  recti,  less  of  superior  rectus. 

The  diplopia  is  now  as  follows  :  Crossed  diplopia  to  right 
of  mid-line,  with  increasing  separation  of  images  with  move- 
ment to  right.  Diplopia  above  level  of  centre  of  eyeball, 
with  false  image  below  line,  and  distance  between  images  in- 
creasing with  movement  upAvard.  No  diplopia  below  level  of 
centi-e  of  eyeball. 
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XXX. — Case    of    Adiposis    Dolorosa.      By    Beetram 
Abrahams/ M.B.     Exhibited  March  23,  1906. 

MARRIED  woman,  set.  40.  Rheumatic  fever  at  20;  in 
hospital  three  months.  Wintei'  cough  for  years.  No 
menstrual  disturbance. 

Two  sisters  and  one  daughter  stout;  remainder  of  family- 
slight.  No  history  of  syphilis  ascertainable.  Patient  was 
slight  till  her  last  child  was  born,  three  years  ago.  Since 
then  has  become  steadily  stouter  and  has  had  constant  aching 
pain  in  lower  part  of  back  on  left  side.  As  the  stoutness 
progressed  tender  places  have  gradually  developed  about  the 
body. 

She  is  clothed  universally  with  a  thick  adipose  layer  over 
certain  areas — (1)  back  of  right  arm,  (2)  outer  aspect  of 
right  arm  just  below  shoulder,  (3)  outer  aspect  of  left  fore- 
arm, (4)  right  hypochondriac  region,  (5)  inner  aspect  of  left 
thigh  just  above  knee.  The  patient  complains  of  tenderness, 
and  some  additional  thickening  of  the  subcutaneous  tissues 
can  be  felt.  On  the  outer  side  of  the  left  leg  there  is  tender- 
ness, but  no  such  thickening  can  be  felt :  here  there  are 
varicose  veins.  There  is  no  other  disturbance  of  sensation. 
Heart-sounds  distant  and  feeble. 

Thyroid  natural;  mental  activity  good;  skin  healthy. 

The  patient's  daughter  is  also  shown.  She  is  eleven  years 
of  age,  and  weighs  8  st.  11^  lb.  stripped.  She  complains  of 
pains  which  are  not  definitely  localised.  There  are  no  per- 
sistently tender  spots,  and  no  subcutaneous  thickenings. 


XXXI. — Dislocation  of  Metatarsus.     By  Cyril  A.  R. 
NiTCH,  M.S.     Exhibited  March  23,  1906. 

A  v.,  male,  ast.  22,  marine  engineer,  was  in  the  engine- 
•  room  of  a  ship  at  sea,  when  a  sudden  roll  caused  some 
heavy  iron  plates  to  fall  on,  and  imprison,  his  foot,  while,  at 
the  same  time,  he  was  thrown  violently  to  the  deck.  After 
the  accident  the  foot  was  much  swollen,  and  he  was  unable 
to  walk.  One  week  later,  when  the  ship  reached  Venice,  a 
VOL.   XXXIX.  17 
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plaster-of-Paris  splint  was  applied^  but  apparently  the  dis- 
location was  not  recognised.  After  an  interval  of  three 
weeks  the  splint  was  removed  at  another  hospital,  and  he 
was  then  told  to  use  the  foot.  This  he  has  since  been  able 
to  do,  and,  in  addition,  has  climbed  up  and  down  an  engine- 
room  staircase.  Ten  weeks  after  the  accident  he  was 
admitted  to  St.  Thomas's  Hospital  under  the  care  of  Mr, 
H.  H.  Glutton.  The  most  noticeable  features  then  were — 
flattening  of  the  plantar  arch,  slight  abduction  of  the  meta- 
tarsus, marked  prominence  of  the  internal  cuneiform,  and  an 
apparently  normal  outer  border  to  the  foot.  The  skiagram 
(PL  IX)  revealed  an  outward  dislocation  of  the  metatarsus,  the 
first  metatarsal  being  in  contact  with  the  middle  cuneiform, 
and  the  fifth  completely  separated  from  the  cuboid.  Reduction 
under  an  anaesthetic  was  attempted,  but  failed.  Operative 
interference  was  not  indicated,  as  the  man  was  perfectly 
satisfied  with  his  condition,  and  fully  able  to  pursue  his 
vocation. 


XXXII. — Dislocation  of  the  Metatarsus.     By  John  J. 
Douglas,  M.D.     Exhibited  March  23,  1906. 

PT.,  get.  24,  was  thrown  from  a  cart  on  January  19, 
•  1906,  the  wheel  going  over  his  right  foot.  When  first 
seen  the  foot  was  much  swollen,  but  there  Avas  no  very 
striking  deformity.  As  the  swelling  subsided  the  internal 
cuneiform  bone  was  seen  to  be  unduly  prominent.  On  Feb- 
ruary 6,  a  skiagram  showed  the  whole  metatarsus  dislocated 
outwards,  the  first  metatarsal  being  in  apposition  to  the 
middle  cuneiform  and  the  fifth  almost  off  the  cuboid.  Re- 
duction under  an  aneesthetic  was  attempted,  but  failed,  on 
February  8.  On  February  12  an  incision  was  made  along 
the  inner  margin  of  the  foot,  and  the  joint  between  the  first 
metatarsal  and  internal  cuneiform  exposed.  It  was  then 
found  that  the  portion  of  the  tibialis  anticus  internal  tendon 
inserted  into  the  base  of  the  first  metatarsal  had  got  between 
that  bone  and  the  internal  cuneiform,  and  was  seemingly  the 
obstacle  to  reduction.  This  being  pulled  out  and  replaced, 
the  metatarsus  Avas  pushed  into  position  with  comparative 
ease.  On  March  29  the  patient  was  doing  his  work,  deliver- 
ing meat  in  a  butcher's  cart. 


PLATE  IX. 

Illiistratiuof  Mr.  Nitcli's  Case  of  Dislocation  of  the  Metatarsus. 
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Bale  and  Daniehson,  Ltd. 
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XXXIII. — Case  four  years  after  Fixation  of  Omentiim 
for  Ascites.  By  W.  Gr.  Spencer,  M.S.  Exhibited 
March  23,  1906. 

FEet.  54.  In  hospital  foui-  years  ago,  under  Dr.  Murrell, 
•  ^  -svitli  alcoholic  hypertrophic  cirrhosis  and  ascites; 
pigmentation  of  legs ;  no  other  specific  signs.  Tapped, 
but  refilled,  peritoneum  drained,  but  refilled,  again  drained 
and  omentum  fixed  in  epigastrium.  Liver  found  enlarged, 
nodular.  Has  continued  to  take  alcohol  as  before,  but  no 
fluid  has  collected  since.  No  oedema.  No  albuminuria. 
Ee-admitted  for  complete  removal  of  fungating  cancer  of 
left  breast,  including  pectoral  and  axillary  glands.  Liver 
felt  as  much  below  ribs  as  at  first. 


XXXIV. — Sporadic  Case  of  Friedreich's  Disease.  By 
J.G-.GiBB  (introduced  by  Bekteam  Abeahams,  M.B.). 
Exhibited  March  23,  1906. 

WILLIAM  D.,  a3t.  13,  school  standard  II.  No  history  of 
any  nervous  or  mental  disorder  in  the  family.  Father 
and  mother  healthy;  they  are  first  cousins;  one  sister  well 
and  strong,  aet.  14. 

Nothing  unusual  noticed  till  he  was  five  years  old.  Then, 
in  walking  up  hill  and  after  walking  rather  far,  he  complained 
of  pain  in  the  small  of  the  back;  in  walking  he  rolled  from 
one  side  of  the  path  to  the  other.  He  began  to  have  bad 
dreams,  night  terrors,  pain  in  head  and  over  the  right  eye. 
For  the  last  year  he  has  been  free  from  night  terrors.  The 
onset  of  these  symptoms  is  attributed  by  his  parents  to  a 
fright. 

He  is  bright  and  intelligent,  although  the  expression  is  a 
little  vacant.     Muscular  development  is  poor. 

He  stands  with  a  forward  inclination  of  the  trunk,  neck 
bent  to  the  right,  arms  forward,  hands  supinated,  and  feet 
apart.     There  is  some  static  ataxia. 

His  walk  is  swaying  to  staggering  and  irregular.     There 
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is  slight  stamping,  but  rather  of  the  ball  of  foot  than  the 
heel.     He  turns  with  difficulty. 

Speech  is  slow,  and  sometimes  slurred. 

The  spine  shows  slight  curvature,  with  convexity  to  the 
right  in  the  mid- dorsal  and  to  the  left  in  the  lower  cervical 
regions.    There  is  pes  cavus  when  the  feet  are  off  the  ground. 

Eomberg's  sign  with  tendon  movement  is  marked.  Knee, 
ankle,  supinator,  and  biceps  jerks  are  absent. 

There  is  some  inco-ordination  of  the  upper  extremities 
and  sliglit  lateral  nystagmus,  more  to  right  than  to  the  left. 
Sensory  functions  are  not  disturbed. 


XXXV. — Spleno-Medullanj  Leuhgemia  {MyelaQniia)  In 
a  Boy,  set.  IO5.  By  Aethur  Voelckee,  M.D. 
Exhibited  March  23,  1906. 

WC,  a  boy  £et.  lOi,  was  admitted  to  the  Hospital  for 
•      Sick  Children,  under  the  care  of  Dr.  Voelcker. 

Present  illness. — Patient  was  quite  Avell  till  four  months 
ago,  when  he  began  to  lose  weight  and  became  pale.  The 
abdomen  has  been  enlarging  for  two  mouths.  No  abdomiual 
pain.     Several  attacks  of  epistaxis  lately. 

Previous  history. — Unimportant. 

Present  state. — Rather  pale,  but  lips  and  beds  of  nails  of 
very  fair  colour.  Spleen  very  large,  extends  down  to  pelvis. 
Liver  extends  f  inch  below  costal  margin.  Glands  in  groins 
and  axilla  slightly  enlarged.  No  tenderness  about  the  bones. 
Ui-ine  contains  a  trace  of  albumen.  Soft  lisemic  murmur  at 
pulmonary  cartilage.     No  retinal  haemorrhages. 

Blood  (report  by  Dr.  J.  Graham  Forbes). — Htemoglobin, 
70  per  cent. ;  colour  index,  1*06;  erythrocytes,  3,302,000  per 
c.mm.;  leucocytes,  400,000  per  c.mm. 

Differential  count. — Polymorphonuclear,  86'8;  large  mono- 
nuclear, 3"G;  small  lymphocytes,  9'6j  large  lymphocytes,  8"4; 
eosinophiles,  7'6;  basophiles,^  18"6;  myelocytes:  [(1)  finely 
granular  eosinophilic,  14;  (2)  coarsely  granular  eosinophilic, 
6;   (3)  basophilic,  0-4=  20-4]. 

*  Under  basophiles  are  included,  all  cells  showing  only  basophilic 
gi'anules  round  an  irregularly  lobed  nucleus.  Many  possibly  represent 
transitional  forms  of  the  polymorphonuclear  cell.  In  counting  500  leuco- 
cytes only  one  nucleated  erythrocyte  (a  normoblast)  was  seen. 
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XXXVI. — Functional  Hemiplegia  (?  Disseminated  Scle- 
rosis) in  a  Boy  xt.  9-^^.  By  Arthur  Voeloker, 
M.D.     Exhibited  March  23,  1906. 

A  P.,  a  boy  vet.  9y^^,  was  admitted  to  the  Hospital  for  Sick 
•     Children,  under  tlie  care  of  Dr.  Voelcker. 

Previous  history. — Two  and  a  half  years  ago  suddenly  lost 
power  in  his  legs.  He  was  admitted  as  an  in-patient  at  Great 
Ormond  Street,  where  it  was  noted  that  he  could  not  sit  up  ; 
he  had  very  little  power  in  the  legs,  less  in  the  right  than  in 
the  left.  Slight  tremor  in  the  upper  limbs.  Some  nystagmus 
on  extreme  outward  movement  of  the  eyes.  Knee-joints 
exaggerated.  A.C.  present  on  both  sides.  Plantar  reflex 
extensor  on  both  sides.  Occasional  incontinence  of  urine. 
A  provisional  diagnosis  of  disseminated  sclerosis  was  made. 
The  boy  contracted  scarlet  fever,  was  sent  to  the  Fever  Hos- 
pital, from  which  he  returned  quite  well,  and  has  continued 
so  till  March  9th,  190G. 

Present  illness  began  suddenly,  with  weakness  of  the  left 
arm  and  leg.  He  could  not  sit  up  when  brought  up  to  the 
hospital ;  there  was  left  hemiplegia.  Face  not  affected.  The 
forearm  muscles  were  most  affected.  Grip  very  weak  on  left 
side.  Knee-joints  exaggerated.  No  A.C.  Extensor  reflex 
on  both  sides,  but  next  day  on  left  side  only.  Sensation 
natural.  Lateral  nystagmus  on  looking  to  the  right.  Speech 
natural.  No  optic  neuritis  or  atrophy.  No  incontinence  of 
ui'ine. 


XXXVII. — A  Case  of  Congenital  Absence  of  the  Fibula 
and  Malformation  of  the  Head  of  the  Femur  [Con- 
genital Coxa  Vara)  simulating  Congenital  Disloca- 
tion of  the  Hij).  By  T.  H.  Openshaw,  C.M.Gt. 
Exhibited  March  23,  1906. 

GL.,  female,  set.  0,  Mother  and  father  healthy;  no 
•  deformity  in  the  family ;  seven  other  children,  all 
perfectly  formed.  Liquor  amnii  abundant;  good  time  when 
carrying;  no  fright  or  injui'y  ;  natural  birth  ;  normal  labour  ; 
vertex  presentation. 
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Child  walked  first  when  two  years  old.  Now  walks  very 
well,  but  drops  down  on  to  the  left  foot.  Right  leg,  19|  in.; 
left  leg,  13|  in. 

The  left  foot  is  valgus  at  the  ankle.  The  internal  malleolus 
is  prominent.  The  tibia  presents  at  the  middle  of  the  shaft 
a  slight  linear  dimpling,  situated  exactly  over  and  parallel 
with  the  anterior  border  of  the  tibia.  The  fibula  is  absent, 
except  for  a  small  portion  at  the  lower  end  an  inch  to  an  inch 
and  a  half  in  length. 

The  left  knee-joint  is  normal,  except  that  the  internal 
condyle  is  a  little  prolonged.  The  patella  is  present  and  in 
normal  position.  The  left  femur  is  much  shortened;  it 
measures  6^  in.  from  the  great  trochanter  to  the  external 
condyle,  the  right  femur  measuring  10|  in.  There  is  marked 
thickening  of  the  bone  at  the  great  trochanter. 

The  whole  lower  extremity  is  rotated  out  through  an 
angle  of  35°,  but  there  is  no  flexion,  adduction,  or  abduction 
contraction  at  the  hip-joint.  Of  the  movements,  flexion  is  a 
little  limited.  Abduction  is  only  possible  through  a  range 
of  10°.  Adduction  is  increased,  the  left  knee  crossing  the 
upper  third  of  the  opposite  femur  in  full  adduction.  Rotation 
out  is  increased  20°^  and  rotation  in  is  normal  as  compared 
with  the  right  leg. 

When  the  leg  is  fully  adducted  the  great  trochanter,  and 
also  what  appears  like  the  head  of  the  bone,  are  distinctly 
felt  beneath  the  glutei  muscles. 

The  X  ray,  however,  shows  the  head  of  the  femur  situated 
in  the  acetabular  cavity.  The  acetabulum  appears  to  be  well 
formed.  The  upper  end  of  the  femur  consists  of  no  less  than 
seven  pieces  (PI.  X).  The  head  of  the  bone  is  normal  in 
shape,  but  is  small.  The  neck  of  the  femur  is  in  a  position 
of  acute  coxa  vara,  and  is  represented  by  two  pieces  of  bone, 
as  if  there  had  been  a  fracture  of  the  neck.  On  the  under 
surface  of  the  neck  there  is  a  thin  plate  of  bone,  and  on  the 
top  of  what  is  in  all  probability  the  great  trochanter  there 
are  two  other  fragments. 

The  X  ray  shows  a  faint  trace  of  ossification  in  the  lower 
end  of  the  fibula. 

When  the  child  stands  the  right  knee  is  flexed  almost 
to  a  right  angle.  There  is  dropping  of  the  pelvis  on  the 
left  side,  slight  lordosis,  and  left  convex  lateral  lumbar 
curvature. 


PLATE  X. 

Illustrating  Mr.  Opensliaw's  Case  of  Congenital  Absence  of  the  Fibula  and 
Malformation  of  the  Head  of  the  Femur  (Congenital  Coxa  Vara) 
simulating  Congenital  Dislocation  of  the  Hip. 
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Bale  and  DanicUion,  Ltd. 
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Bale  niui  Datiichson,  Ltd. 


PLATE  XI. 

Illustrating  Mr.  Openshaw's  Case  of  Double  Coxa  Vara  (Eicketic)  in  a 

Boy  EBt.  12. 
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XXXVIII.— /I  Case  of  Double  Coxa  Vara  (Bichetic) 
in  a  Boil  set.  12.  By  T.  H.  Openshaw,  C.M.a. 
Exhibited  March  28,  1906. 

DD.,  £et,  12.  There  is  no  family  history  of  any  similar 
•  condition;  no  history  of  accident  or  injury.  Patient 
vv^as  suckled  until  thirteen  months  of  age,  and  as  a  child  the 
legs  were  rotated  out  and  abducted.  Marked  genu  varum 
and  curved  tibiae  were  noticed  at  the  age  of  eighteen  months, 
with  enlarged  wrists,  and  fontanelles  late  in  closing. 

Except  the  coxa  vara,  there  is  no  evidence  of  rickets  at 
the  present  time. 

Lordosis  was  first  noticed  about  the  age  of  five  years. 

Present  condition. — There  is  extreme  lordosis.  The  great 
trochanters  are  elevated  and  prominent.  The  legs  are  equal 
in  length.  The  legs  are  markedly  adducted  and  cannot  be 
abducted.  The  boy  walks  with  exti-eme  waddling  gait,  the 
lumbar  vertebral  column  being  flexed  laterally  with  each 
step. 

The  right  leg  measures  28  inches.  The  upper  border  of 
the  great  trochanter  is  on  the  same  level  as  the  anterior 
superior  spine.  Flexion  is  only  possible  40°.  The  leg  is 
adducted  to  an  angle  of  45°;  abduction  impossible;  rotation 
out  through  an  angle  of  25°,  and  rotation  in  for  10°  only. 
There  is  flexion  of  the  right  knee  and  valgus  of  the  right 
ankle. 

The  left  leg  measures  28  inches.  The  upper  border  of 
the  great  trochanter  is  slightly  above  the  level  of  the  anterior 
superior  spine.  Flexion  is  possible  only  to  an  angle  of  90°; 
adduction  to  45°;  abduction  impossible;  rotation  out  through 
an  angle  of  25°.  The  thigh  cannot  be  rotated  in  beyond  the 
position  in  which  the  patella  looks  directly  forward.  The 
left  knee  is  in  a  position  of  varus,  with  prominence  of  the 
head  of  the  fibula,  and  the  left  ankle  is  valgus. 

An  X  ray  picture  of  the  femur  on  each  side  (PI.  XI)  shows 
the  head  of  the  bone  situated  in  the  acetabulum,  and  well 
formed.  The  upper  edge  of  the  head  would  appear  to  be  an 
inch  and  a  half  below  the  upper  border  of  the  great  tro- 
chanter. The  neck  of  the  femur  seems  altogether  wanting. 
There  is  a  flattened  surface  at  the  root  of  the  head,  which 
would  appear  to  rest  against  the  inner  surface  of  the  great 
trochanter.      The  upper  border  of    the   great  trochanter  is 
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prolonged  upwards  and  inwards,  and  impinges  against  the 
outer  surface  of  the  ilium,  even  when  the  femur  is  perpen- 
dicular, thus  rendering  abduction  impossible.  The  angle 
made  between  the  shaft  of  tlie  femur  and  a  line  passing  up 
along  the  upper  border  of  the  head  and  neck  would  appear 
to  be  about  60°,  and  is  equal  on  the  two  sides. 

Another  X  ray  picture  is  exhibited,  which  was  taken  three 
years  ago.  In  this  condition  the  head  of  the  bone  is  not 
nearly  so  much  depressed,  being  only  half  an  inch  below  the 
top  of  the  great  trochanter  on  either  side,  and  there  would 
appear  to  be  a  short  thick  neck  to  the  femur.  The  angle 
made  by  the  neck  with  the  centre  of  the  shaft  of  the  femur 
would  appear  to  have  been  82°  three  years  ago. 


XXXIX. — A  Case  of  Left  Traumatic  Co.ra  Vara  due  to 
an  Extra-caps idar  Fracture  of  the  Neck  of  the  Femur 
in  a  Boil  aet.  12.  By  T.  'H.  Openshaw,  C.M.G. 
Exhllnted  March  23,  1906. 

FS.,  get.  12.  On  Christmas  night  he  slipped  on  a  stone 
•  and  fell  upon  the  great  trochanter.  He  felt  acute  pain 
and  was  unable  to  stand.  He  was  carried  home  and  stayed 
in  bed  more  or  less  for  a  fortnight.  He  then  limped  about 
for  a  week  and  came  up  to  the  hospital,  where  he  was  radio- 
graphed. The  X  ray  showed  a  fractui-e  of  the  femur,  so  he 
was  admitted  into  the  London  Hospital,  under  my  care,  on 
January  15,  1906. 

On  admission  the  left  leg  was  shortened  one  inch,  and  the 
left  great  trochanter  was  half  an  inch  above  Nelaton's  line. 
Bryant's  triangle  was  half  an  inch  shorter  than  on  the  other 
side.  There  was  some  thickening  about  the  great  trochanter, 
but  there  was  no  evidence  of  old  bruising. 

From  January  15  to  March  7  a  splint  was  applied  to  the 
leg,  abducted  at  an  angle  of  45°.  Since  March  7  the  leg  has 
been  in  plaster- of -Paris. 

The  X  ray  shows  a  fracture  at  the  outer  extremity  of  the 
neck  of  the  femur.  There  appears  to  have  been  no  marked 
impaction.  The  upper  edge  of  the  head  is  level  with  the  top 
of  the  great  trochanter,  and  the  angle  formed  by  the  neck 
with  the  shaft  of  the  femur  is  95°.  The  head  of  the  bone  is 
well  shaped  and  normal  as  regards  its  epiphysial  surface. 
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This  case  points  to  the  possibility  of  man}'  of  the  cases  of 
coxa  vara  beinsT  traumatic  in  oris'in. 


XL. — Case  of  (?)  von  TipcldinfiliavsensBhpnsp.     By  Gr. 
A.  Sutherland,  M.D.     Exhihited  April  27,  1906. 

ES.,  male,  set.  5.  Parents  Jews.  Nothing  in  the  family 
•  history  save  that  his  mother  and  maternal  grand- 
mother have  spots  of  pigment  on  the  body  similar  to  those  of 
patient. 


Fig.  25. — Case  of  ;-'  von  Recklino^hausen's  diseasft. 

At  the  age  of  six  months  a  swelling  the  size  of  a  bean  was 
noticed  on  the  right  temple,  and  the  right  cheek  and   eye 
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appeared  to  be  growing  out  of  proportion  to  those  on  the 
left  side.  All  these  swellings  have  greatly  increased,  more 
rapidly  so  during  the  past  few  months.  The  child  has 
suffered  from  rickets,  and  many  bony  deformities  are  present 
as  the  result. 

Special  features. — A  swelling  over  the  right  frontal  bone, 
firm  aud  nodular.  Right  upper  eyelid  much  hypertrophied 
and  hanging  over  the  eye;  lower  lid  slightly  hypertrophied. 
Right  eye  enlarged  and  apparently  proptosed.  Eight  cheek 
enlarged  and  contains  nodular  thickenings  in  its  substance. 
Inside  the  mouth  the  tissues  around  the  upper  and  lower 
jaws  seem  fuller  than  those  on  the  left  side.  Pigmentation 
in  varying  shades  of  brown  is  present  over  the  frontal 
swelling,  the  right  upper  eyelid,  the  trunk,  the  axilla,  and 
the  groins.  The  extremities  are  practically  free  from  pig- 
mentation. Skiagrams  show  great  enlai'gement  of  the  orbit 
on  the  right  side. 

Negative  features. — No  evidence  of  visceral  disease,  save  a 
trace  of  albumen  in  the  urine.  Xo  pain  or  tenderness,  nor 
evidence  of  central  nervous  disease. 


XLI. — ''Spontaneous''  Fracture  in  the  Tarsus  in  a 
Woman  luith  Argyll  Robertson  Pupils.  By  F. 
Paekes  Webee,  M.b.     ExUhited  April  27,  1906. 

THE  patient  is  a  married  woman,  aet.  45.  About  twelve 
months  ago  the  right  foot  became  swollen  and  painful. 
On  admission  to  the  hospital,  March  14,  1906,  there  was 
great  swelling  of  the  right  foot,  especially  of  the  dorsum, 
and  bony  crepitus  could  be  felt.  A  Rontgen-ray  photo- 
graph showed  that  a  portion  of  the  head  of  the  astragalus, 
or  of  the  scaphoid  bone  (PL  XII),  was  displaced.  On 
examination  of  the  patient  it  was  found  that  there  were 
Argyll-Robertson  pupils  on  both  sides,  the  right  pupil  being 
the  largest.  Nothing  of  importance  was  discovered  in  the 
thorax  or  abdomen.  The  knee-jerks  were  present.  Some 
evidence  of  indulgence  in  alcoholic  drinks  was  obtained.  No 
definite  history  of  syphilis  was,  however,  forthcoming,  though 
the  patient  had  had  five  miscarriages.  Under  rest  in  bed 
there  has  been  great  improvement  in  the  condition  of  the 
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foot,  but  mercurial  inunction  has  likewise  been  employed, 
followed  by  the  internal  use  of  iodide  of  potassium.  Further 
examination  has  shown  absence  of  Romberg's  sign  and 
absence  of  any  ophthalmoscopic  change.  No  tendo-Achillis 
reflex  has,  however,  been  obtained.  (A  Rontgen-ray  photo- 
graph, kindly  taken  by  Dr.  G.  H.  Graham  shortly  after  the 
case  was  exhibited,  showed  that  it  was  the  scaphoid  bone, 
and  not  the  head  of  the  astragalus,  which  was  at  fault.) 


XLII. — Case  of  Ringworm  Cured  hij  the  Exposure  of 
X  Bays.  By  G-.  Pernet.  Exhibited  Ajml  27, 
1906. 

MR.  GEORGE  PERN"ET  showed  a  case  of  ringworm  of  the 
scalp  treated  by  one  sitting  of  the  X  rays,  to  show  the 
good  results.  The  boy,  fet.  7,  was  first  seen  in  October, 
1905,  with  a  patch  of  ringworm  occupying  the  greater  part 
of  the  occiput.  On  October  19,  1905,  he  had  one  exposure 
of  the  X  rays,  according  to  the  Sabouraud-Noire  method 
(platino-cyanide  of  barium  pastille).  This  was  followed  by 
the  falling  out  of  the  stamps  and  hairs  on  parts  exposed, 
followed  by  growth.  The  results  had  been  excellent,  the 
hair  having  grown  well.  No  disease  could  be  now  made  out 
on  the  part  rayed. 


XLIII. — Lymphangiectodes.      By    Gr.    Peenet.       Ex- 
hibited Aioril  27,  1906. 

MR.  GEORGE  PERNET  showed  a  case  of  lymphangiec- 
todes  (lymphangioma  circumscriptum)  occurring  in  a 
young  woman,  tet.  26.  The  disease  had  commenced  at  the 
age  of  five  months.  When  first  seen  by  the  exhibitor  there 
were  nine  or  ten  groups  of  deep-seated  vesicles  occupying 
the  right  side  of  the  chest  from  the  neighbourhood  of  the 
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posterior  axillary  fold  downwards  and  forwards,  but  not 
reaching  as  far  as  tlie  right  nipple  line.  The  lowest  and 
largest  group  was  situated  on  a  deeper-seated  mass  (lymph- 
angiectatic  pachydermia  of  Rindfleisch),  and  some  hcemor- 
rhage  had  occurred  iuto  the  vesicle-like  lesions.  The  lesions 
were  not  so  obviously  marked  as  they  were  when  first  seen. 
The  other  children  in  the  family  Avere  quite  free.  All,  in- 
cluding the  patient,  were  quite  healthy.  The  majority  of  the 
cases  hitherto  described  were  of  English  nationality. 


XLIV.—A  Case  of  Post- Auricular  Fistula.     By  W.  H. 
Battle.     Kvhihited  April  27,  1906. 

THE  patient,  a  girl  £et.  11,  was  admitted  to  St.  Thomases 
Hospital  on  April  19,  1906,  and  is  still  under  treatment. 

There  is  a  minute  opening  in  the  fold  behind  the  right  ear, 
half  an  inch  above  the  level  of  the  lobule,  which  only  admits 
a  small  probe ;  from  this  there  is  an  intermittent  distillation 
of  a  clear  fluid  in  sufficient  quantity  to  necessitate  the  wear- 
ing of  an  absorbent  dressing.  There  is  no  redness  to  indi- 
cate the  orifice,  which  it  is  difficult  to  find  when  there  is  no 
flow  of  the  fluid.  The  parotid  gland  is  normal,  and  there  is 
a  normal  flow  of  saliva  into  the  mouth.  The  flow  is  not 
increased  during  meals,  but  is  increased  when  an  acid-drop 
is  given  or  when  the  patient  sucks  a  slice  of  lemon.  The 
opening  is  in  a  small,  hardly  perceptible,  linear  cicatrix. 

There  is  a  history  dating  back  to  the  time  when  she  was  a 
year  old;  at  that  time  it  is  said  that  an  abscess  behind  the 
ear  was  opened  by  a  medical  man,  but  no  further  particulars 
can  be  obtained.  Sometimes  the  discharge  has  apparently 
ceased  for  a  day  or  two,  but  recommences  without  any  dis- 
comfort. 

The  general  health  is  good. 

AddendiLin. — The  sinus  Avas  excised  and  the  wound  sutured, 
with  complete  success.  Nothing  abnormal  was  found  at  the 
operation. 
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XLV. — Extensive  Ulceration  invading  the  UjJj^er  Jaw 
on  both  sides,  with  Partial  Destruction  of  Alveolar 
Margin,  and  without  Involvement  of  the  Gheelc.  By 
William  Hy.  Battle.     Exhibited  April  27,  1906. 

A  MAN,  aet.  38,  admitted  to  St.  Thomas's  Hospital,  on 
April  24,  1906.  Eighteen  months  ago  the  patient  had 
some  pain  just  between  the  nose  and  the  left  malar  bone. 
There  was  some  swelling.  He  went  to  a  dentist,  who  gave 
him  some  stuff  to  rub  over  the  place  as  the  teeth  were  sound. 
The  pain  was  not  relieved,  so  he  had  the  left  lateral  incisor 
tooth  drawn.  The  dentist  showed  him  the  tooth,  and  told 
him  it  was  quite  sound,  and  said  also  that  he  should  not 
have  had  it  removed.  About  two  months  later  there  was  a 
discharge  from  the  socket  of  the  tooth  i-emoved.  He  again 
went  to  the  dentist  asking  him  to  pull  out  the  canine  tooth, 
but  he  refused,  and  gave  him  a  mouth  wash.  The  discharge 
continued,  and  the  opening  of  the  socket  became  hirger, 
whilst  the  canine  became  loose,  so  he  pulled  it  out  himself; 
a  piece  of  bone  came  away  later.  The  opening  continued  to 
get  larger,  and  for  four  months  he  has  noticed  enlarged 
glands  in  the  neck.  The  disease  then  began  to  spread  to 
the  other  side  of  the  jaw,  and  the  right  premolar  came  out. 

There  is  no  history  of  carcinoma  in  the  family.  He  has 
never  had  syphilis,  whilst  the  teeth  in  the  upper  jaw  have 
been  good. 

At  the  present  time  the  man  looks  fairly  well,  but  presents 
some  puffiness  of  his  cheeks  on  both  sides,  with  slight  tender- 
ness on  pressure.  Inside  the  mouth  on  the  left  side  the 
lateral  incisor  and  canine  have  gone,  and  the  central  incisor 
is  exposed  in  nearly  all  its  length  by  the  ulceration.  Here 
there  is  a  larger  cavity  replacing  part  of  the  alveolar  border 
of  the  jaw,  and  extending  into  the  antrum.  The  margin  of 
the  ulceration  is  somewhat  indurated,  but  the  bony  alveolus 
is  irregularly  destroyed  so  that  the  palate  can  be  readily 
moved  up  and  down  by  slight  pressure.  Behind  this  cavity 
there  is  increased  thickening  of  the  alveolus  and  some  of 
the  teeth  are  loose,  the  sockets  having  been  destroyed; 
towards  the  middle  line  the  mucous  membrane  of  the  mouth 
under  the  lip  is  not  destroyed,  but  beyond  that  there  is  a 
large  destruction  of  the  mucous  membrane  and  alveolus 
beneath,  making  a  cavity  which  is  surrounded  with  a  border 
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of  ulceration  and  opens  into  the  antrum.  There  is  some 
swelling,  ulceration,  and  tenderness  on  the  lower  jaw  of  the 
left  side.  From  all  the  areas  of  ulceration  there  is  a  foetid 
yellow  discharge.  The  glands  in  the  left  submaxillary  region 
are  large  but  not  tender.  Enlarged  glands  can  also  be  felt 
on  the  right  side  and  in  various  parts  of  the  neck. 

His  general  condition  is  very  fair,  there  being  no  evidence 
of  other  disease.  It  is  probably  an  example  of  "  boring," 
epithelioma  of  unusual  extent,  and  slowness  of  growth. 

The  case  may  form  the  subject  of  another  communication 
to  the  Society. 


XL  VI. — A  Patient  after  Operation  for  Perforation  of  a 
Second  Simple  TJ leer  of  the  Jejunum  into  the  General 
Peritoneal  Cavity.  By  William  Hy.  Battle.  Exhi- 
hitecl  April  27,  1906. 

KC,  a  single  woman,  aet  30,  was  admitted  to  St.  Thomas's 
•  Hospital  on  March  14,  1906,  for  symptoms  which  she 
herself  diagnosed  as  due  to  "  perforation.'^  She  had  not 
been  feeling  very  well  for  a  fortnight,  but  there  had  been 
nothing  definite.  There  was,  however,  some  pain  in  the 
abdomen  on  the  12th,  which  she  could  not  localise.  At  9 
a.m.  on  the  morning  of  admission  there  was  a  sudden  increase 
of  pain,  which  was  now  in  the  upper  part  of  the  abdomen, 
and  she  vomited. 

At  3  p.m.  she  was  lying  on  her  back,  with  eyes  slightly 
sunken,  but  not  at  all  anxious-looking.  Her  pulse  was  85 
and  temperature  100"6°  F. 

The  abdomen  was  moving  fairly  on  respiration.  On  ex- 
amination it  was  tender,  especially  to  the  left  of  the  umbilicus, 
and  still  more  so  near  the  lower  end  of  the  scar  representing 
the  site  of  the  previous  operation  for  a  perforated  intestinal 
ulcer,  done  in  May,  1905.  In  that  region  the  muscular 
rigidity  was  most  marked,  and  there  was  distinct  swelling. 
There  was  impaired  resonance  towards  the  left  flank.  No 
visible  peristalsis.     The  liver  dulness  was  not  changed. 

Incision  was  made  through  the  left  re'ctus  sheath  and 
the  muscle  displaced  inwards.      A  thin,  purulent   fluid  was 
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present  on  opening  the  peritoneum  ;  and  a  coil  oi:  distended 
small  intestine  of  a  dull  red  colour^  having  some  flakes  of 
lymph,  on  its  surface,  was  immediately  under  the  opening. 
Two  or  three  patches  of  yellow  lymph  were  especially  evident 
on  the  line  of  junction  of  the  stomach  and  small  intestine; 
one  of  these,  of  rounded  shape,  covered  the  ulcer,  Avhich  had 
perforated,  and  the  probe  passed  directly  through  it  into  the 
gut.  It  was  about  |  inch  below  the  line  of  junction,  on  the 
intestine,  and  about  the  size  of  a  crow-quill.  The  tissues 
around  it  were  indurated.  Part  of  the  edge  was  cut  off  for 
microscopical  examination. 

A  transverse  suture  was  put  in  to  bring  the  edges 
together,  and  this  Avas  infolded  with  a  row  of  Lembert  sutures, 
all  of  silk.  The  pelvis  was  cleansed  from  purulent  fluid  and 
lymph  through  a  second  incision.  After  this  both  of  the 
openings  were  closed  without  drainage.  She  left  the  hospital 
on  April   12,  having  made  a  very  satisfactory  recovery. 

Microscopical  examination  of  the  edge  of  the  ulcer 
showed  only  an  acute  inflammation. 

It  is  of  interest  to  note  that  there  were  no  adhesions  found 
at  this  operation,  also  that  there  is  now  no  hernial  protrusion 
of  any  of  the  scars. 

The  previous  history  of  this  case  is  as  follows  :  She  was 
admitted  to  St.  Thomases  Hospital  in  March,  1903,  for  per- 
forated gastric  ulcer.  This  ulcer  was  situated  in  the  anterior 
aspect  of  the  stomach,  near  the  pylorus,  and  was  surrounded 
by  a  good  deal  of  thickening.  It  was  sutured,  the  peri- 
toneum cleansed,  and  a  drainage-tube  left  in  the  lower 
wound. 

Anterior  gastro-enterostomy  was  performed  on  April  9, 
1904,  for  pyloric  stenosis. 

On  May  6,  1905,  she  underwent  operation  for  perforation 
of  a  simple  ulcer  of  the  jejunum;  this  had  given  into  the 
general  peritoneal  cavity.  It  was  a  circular,  clean-cut  ulcer, 
situated  about  1^  inch  from  the  line  of  junction  of  the  bowel 
with  the  stomach.  The  ulcer  was  sutured,  the  peritoneum 
cleansed,  and  the  two  wounds  through  which  this  was  doue 
closed  without  drainage. 
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XLVII. — Deformity  of  the  Vina,  with  Dislocation  of 
the  Head  of  the  Radius  associated  with  Multiple 
Osteomata.  By  William  Hy.  Battle.  Ecchihited 
April  27,  1906. 

A  GIRL,  tet.  15,  admitted  to  St.  Thomas's  Hospital  February 
13,  and  discharged  March  11,  1905. 

Hard  swellings  were  noticed  over  the  elbow  and  wrist 
joints  by  the  mother  two  years  before  admission.  A  year 
ago  a  similar  swelling  was  noticed  near  the  left  knee ;  since 
that  time  several  others  have  developed. 

Hard  osteomata  of  small  size  are  found  on  nearly  all  the 
long  bones  near  their  terminal  epiphyses  :  Ulna  (R.,  lower 
end);  radius  (R.,  upper  end);  humerus  (R.,  upper  end); 
inner  extremity  of  each  second  rib.  Humerus  (L.,  upper 
end)  lower  end  of  radius,  L. ;  tibite  (upper  ends)  ;  femora 
(lower  end)  ;    fibula  (L.,  upper  end). 

The  right  forearm  is  deformed,  and  flexion  limited  to  a 
right  angle. 

The  ulna  is  shorter  than  that  ot  the  other  side,  right 
measuring  six  and  a  half  inches,  the  left  measuring  nine 
inches;  the  radius  (R.)  measuring  seven  and  a  half  inches, 
the  radius  (L.)  measuring  nine  inches. 

The  shaft  of  the  radius  is  bowed  outwards,  and  the  head 
of  the  bone  displaced  forwards  and  outwards. 

February  24. — Excision  of  head  of  radius  at  level  of 
lower  part  of  neck.  Articular  surface  shallow  and  somewhat 
irregular.  There  was  a  marked  bony  prominence  growing 
from  the  anterior  surface  of  the  neck,  and  the  circle  of  the 
capitellum  was  irregularly  enlarged.  The  result  has  been  to 
restore  full  mobility  to  the  joint. 


XL VIII. — Extreme  Obesity  iclth  Precocious  Puberty  in 
a  Girl  set.  3.  By  Leonard  Gl'Thrie,  M.D.  Ex- 
hibited April  27,  1906. 


HE   child  has  always  been   rather   plump,   but  has  been 
growing    rapidly    fatter    during    the    past    six    months. 
Height  2  ft.  9i  in.     Weight  37^  lbs.      She  has  grown  an 
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Fig.  26. — Extreme  obesity  in  a  girl  aet.  3. 
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incli  nnd  increased  G  lbs.  in  weight  in  three  montlis.  Tlie  fat 
is  fnirly  evenly  clistriljntecl,  and  also  exists  in  pads  or  rolls 
round  the  neck  and  about  the  chest  and  flanks.  'J'lie  features 
look  small,  and  the  temporal  regions  are  masked  owing  to 
masses  of  fat  in  the  cheeks. 

Measurement'^. — Bound  neck,  12h  in.;  chest,  25^  in.; 
abdomen,  26i  in.;  upper  arm,  8  in.;  lower  arm,  7^  in.; 
thigh,  lo|  in.;  calf,  8^  in. 

The  breasts  are  beginning  to  develop,  and  hair  has 
appeared  on  the  pubes  during  the  last  three  months. 

Assimilation  is  poor,  and  the  heart-sounds  ai'e  weak. 
The  pulse  is  usually  intermittent  and  irregular,  and  averages 
120  to  loO  per  minute. 

Temperaiure  is  usually  subnormal — 97*^  to  98  . 

Urine  is  normal. 

Intelligence  is  good. 


XLIX. — Muscular  AtropJii/  in  a  Cliihl  {case  for  Dia- 
gnosis). By  A.  E.  GrAKROD,  M.D,  EcTliibited  April 
27,  1906. 

THE  patient  is  a  girl,  Eet.  11,  Avho  exhibits  somewhat  exten- 
sive muscular  atroph}'  and  a  condition  of  the  limbs  of 
the  left  side  which  is  said  to  date  from  a  paralytic  attack  at 
the  age  of  one  year,  attributed  to  a  fall.  There  is  some 
affection  of  the  facial  muscles — fibrillary  twitching  around 
the  left  angle  of  the  mouth,  and  a  tendency  for  the  right  side 
of  the  mouth  to  be  drawn  down  when  the  teeth  are  shown. 
The  orbiculares  oculorum  are  weak,  and  the  left  eye  cannot 
be  shut  alone.  In  the  attempt  to  whistle  the  right  side  of 
the  mouth  is  not  pursed  up.  The  tongue  is  protruded 
straight.  There  is  atrophy  of  the  lower  portions  of  both 
pectoral  muscles  and  of  the  deltoids.  The  most  extreme 
wasting  is  in  the  first  dorsal  interossei  of  both  hands,  which 
do  not  react  at  all  either  to  the  faradic  or  galvanic  current. 
No  other  of  the  wasted  muscles  show  any  reaction  of  dege- 
neration. There  is  some  scoliosis  and  deformity  of  the 
thorax.  The  superficial  reflexes  are  brisk.  The  right  knee- 
jerk  is  rather  more  lively  than  the  left.     Babinski's  sign  is 
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obtained  in  tlie  left  foot.  The  left  triceps  jerk  is  well 
obtained.  The  left  arm  is  small,  and  its  muscles  are  gener- 
ally wasted.  There  is  conspicuous  atrophy  of  the  thumb 
muscles  and  interossei — main  en  griffe.  The  forearm  is  held 
in  a  position  of  extreme  supination,  and  cannot  be  pronated. 
The  patient  cannot  raise  the  left  arm  above  the  level  of  the 
shoulder.  The  left  leg  is  an  inch  and  a  quarter  shorter  than 
the  right,  and  there  is  j)es  cavns.  The  wasting  is  most  pro- 
nounced in  the  muscles  of  the  thig-h. 


L. — A  Case  of  An geio- Neurotic  CEdema.      By  A.   E. 
Gaerod,  M.D.     Exhibited  April  27,  190G. 

THE  patient  is  a  young  woman,  aet.  20.  At  the  age  of 
fourteen  she  began  to  have  recurrent  attacks  of  acute 
circumscribed  oedema  of  the  right  cheek.  The  attacks 
recurred  at  quite  irregular  intervals,  which  varied  in  length 
from  three  weeks  to  several  months.  They  were  more 
frequent  in  damp  weather.  They  had  no  relation  to  the 
catamenial  periods.  The  patch  of  oedema  was  always  in  the 
same  position,  on  the  right  cheek.  In  some  of  the  more 
severe  attacks  constitutional  symptoms  were  present,  such  as 
shivering  at  the  onset  and  "  pains  all  over."  There  have 
been  no  articular  troubles.  The  cedematous  patches  are  not 
the  seat  of  any  burning  sensation  or  itching,  and  there  is  no 
history  of  urticarial  eruptions  or  erythema.  Polyuria  has 
been  noticed  to  accompany  the  attacks.  Three  months  ago 
a  severe  attack  began  in  the  usual  situation,  but  the  oedema 
extended  to  the  nose,  both  eyelids,  and  the  forehead.  This 
attack  also  differed  from  all  previous  ones  in  the  fact  that, 
instead  of  subsiding  in  three  days,  the  oedema  has  persisted 
up  to  the  present  time,  and  has  not  been  influenced  by  treat- 
ment. The  patient's  urine  yields  a  cloud  of  albumen  Avith 
the  heat-test,  but  there  is  no  oedema  elsewhere  than  in  the 
face. 
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LI. — Parahjsis  of  Left  Sixth  and  Paresis  of  Left 
Seventh  Nerves.  By  Leonard  GtUThrie,  M.D. 
Exhibited  April  27,  1906. 

PATIENT  is  a  girl^  aet.  3.  About  six  weeks  ago  she  was 
noticed  to  squint  and  to  turn  her  head  to  the  right  side. 
She  began  to  limp,  and  did  not  care  to  walk. 

On  admission  to  Paddington  Green  Children's  Hospital, 
April  19,  1906,  her  condition  was  as  at  present,  except  that 
weakness  of  the  left  side  of  the  face  has  become  more 
marked. 

Present  condition. — A  well-nourished  child.  The  head  is 
almost  constantly  inclined  towards  the  right  shoulder,  her 
eyes  twisting  in  the  same  direction,  downwards,  and  to  the 
right.  When  she  looks  towards  the  left  side  there  is  marked 
internal  strabismus  of  left  eye,  but  the  right  moves  normally 
inwards.  The  left  external  rectus  is  paralysed,  but  no  other 
ocular  muscle  is  affected.  Pupils  are  equal,  reaction  to  light 
and  accommodation  normal.  The  left  optic  disc  is  hazy,  but 
there  is  no  optic  neuritis.  The  whole  of  the  left  side  of  the 
face  is  paretic.  The  left  eye  cannot  be  closed,  and  the  left 
side  of  the  mouth  moves  less  than  the  right  when  the  child 
cries.  Beneath  the  left  zygoma  there  is  a  prominent  swelling 
about  the  size  of  a  five-shilling  piece,  slightly  tender,  ill 
defined  and  elastic,  or  indistinctly  fluctuating  on  pressure. 
There  is  a  pea-sized  tuberculous  nodule  on  the  back  of  the 
right  hand,  said  to  have  existed  for  three  to  four  months. 
Mentally  the  child  is  dull  and  apathetic,  never  speaks,  cries 
in  a  half-hearted  way  if  examined,  or  spontaneously,  but 
does  not  seem  to  be  in  pain. 

Gait  is  slow,  rather  shuffling,  and  unsteady. 

Knee-jerhs  are  active. 

Anhle-clonus  absent. 

Diagnosis. — Probably  tuberculous  disease  of  bone  in  malar 
region,  involving  left  facial  nerve  externally  and  left  sixth 
nerve  internally.  The  deviation  of  the  head  is  probably 
adopted  to  avoid  diplopia. 
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LII. — Fracture  of  the  Neck  of  the  Femur.     By  C.  J. 
Symonds,  M.S. 

IVTOTE  on  the  later  history  of  a  man,  named  D.  Gr.  W., 
ri  exhibited  on  April  22,  1904  {Clin.  Soc.  Trans.,  vol. 
xxxvii,  p.  257,  1904),  with  spontaneous  fracture  of  the  neck 
of  the  femur.  The  patient  was  admitted  into  Bethlem 
Hospital  on  March  31,  1905,  as  he  had  recently  become 
vexy  irritable,  suspicions,  and  had  threatened  violence.  On 
admission  the  pupils  did  not  react  to  lig-ht.  The  knee-jerks 
Avere  absent.  There  was  no  marked  disorder  of  speech.  He 
was  looked  upon  as  a  case  of  tabes  and  general  paralysis. 
He  died  on  July  24,  1905.  This  later  history,  for  which  I 
am  indebted  to  Dr.  Craig,  bears  out  the  suggestion  made 
when  the  man  was  exhibited  that  the  condition  of  the  joint 
was  a  neuropathic  one. 
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Spinal  symptoms,  cases  of  recovery  -n-ithout,  after  severe  injury  to 

neck  (E.  M.  Corner) 212 

Spleen  (rupture  of) :  diagnosis  and  treatment  (G.  Simpson)  .  .  33 
Splenectomy:  successful  case  for  rapture  of  spleen  (G.  Simpson) .  33 
Spleno-medullary  lenkfemia  (myelsemia)  (A.  F.  Yoelcker,  M.D.)  .  240 
Spurs  and  deviations  in  nasal  septum,  submucous  resection  of 

(StClair  Thomson,  M.D.) 211 

Stokes-Adams' disease  (R.  O.  Moon,  M.D.) 214 

Stomach  (cancer  of),  operation  for;    review  of  59  cases  (B.  G.  A. 

Moynihan) ...........       84 

(dilatation  of)  :  unusual  case  following   hour-glass    con- 
traction (J.  E.  Spicer) 127 

dilatation,  acute,  of  stomach  and  intestines  connected  with 


pneumonia  and  pleuro-pericarditis  (F.  Parkes  Weber,  M.D.)  .  205 
Stricture  of  small  intestine  causing  acute   intestinal  obstruction 

(J.  Sherren) 96 

Submucous  resection  of  deviations  and  spurs  in  the  nasal  septum 

(StClair  Thomson,  M.D.) 211 

Suppurative  pylephlebitis  associated  with  suppurating  mesenteric 

gland  (F.  H.  Hawkins.  M.D.) 30 
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Sutherland  (G.  A.,  M.D.),  ;i  Japanese  infant,  showing  the  con- 
genital pijjmentation  of  Mongolians.         .....     '1\A 

case  of  1  .^)  von  Recklinghausen's  disease     ....     245 

Symonps  (C.  J.  I,  fracture  of  the  neck  of  the  femur  .         .     257 

Syphiloma  (caidiac) :  case  with  bradycardia  and  obstruction  of 

inferior  vena   cava;     after-history   and  posit-mortem    record 

(C.  W.  Chapman,  M.D.) 26 

Tarsus  :  "  spontaneous  "'  fracture  in  tarsus  in  woman  with  Argyll 

Robertson  pupils  (F.  Parkes  Weber,  M.D.)      ....     246 

Tetany  of  seven  months'  duration  associated  with  gastro-intestinal 
disorder  apparently  cured  by  use  of  thyroid  substance  (H.  T. 
Munt  and  H.  Batty  Shaw,  M.D.) 229 

(relapsing)  associated  with   dilatation  of  sigmoid  flexure 

(F.  Langmead,  M.D.) 48 

Thompson  (C.  H.,  M.D.),  case  of  shaking  head  or  spasmus  nutans     223 
Thomson  (StClair,  M.D.),  three  cases  of  submucous  excision  of 

deviations  and  spurs  in  the  nasal  septum  .  .  .  .211 
Thrombosis  of  abdominal  aorta  (F.  H.  Hawkins,  M.D.)  .         .     ISo 

Thrombus  (displacement  of)  in  main  trunk  of  pulmonary  artery 

apparently  causing  pulmonary  embolism  (C.  R.  Box,  M.D.l  .  ISO 
Thumb,  Charcot's  disease  of  (P.  Maynard  Heath)  ....  222 
Thyroid  gland,  carcinoma  of  (A.  C.  Hudson,  M.D.)  .  .  .  164 
Thyroid   substance,    apparently   curing    tetany   associated    with 

gastro-intestinal    disorder    (H.    T.    Mant    and     H.    Batty 

Shaw,  M.D.) 229 

TiCEHUKST  (C.  B.)  and  French  (Herbert,  M.D.),  a  note  upon 

the  relation  of  traumatic  diabetes  insipidus  to  glycosuria 
Tongue,  cavernous  nsevus  of  (H.  M.  Rigby)     .... 
Torsion  of  omentum,  further  cases  (H.  Irving  Pinches  and  E.  M 

Corner)        .......... 

Traumatic  diabetes  insipidus,  relation  to  glycosuria  (H.  French 

M.D.,  and  C.  B.  Tieehurst) 

paraplegia,  laminectomy  for  (L.  H.  McGavin)    . 

pseudo-cyst  of  pancreas  (T.  H.  Kellock) 
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Treasurer's  Statement  of  Receipts  and  Payments  (1905-6)    . 

Treitz's  hernia  :  see  Hernia  (Treitz's). 

Tuberculosis  in  diverticulum  of  bladder  found  in  inguinal  hernia 

(E.  M.  Corner  and  C.  W.  Rowntree) 21 

Tumour  (bony)  of  skull  (R.  G.  Turney,  M.D.)         ....     235 

(cystic)  of  spermatic  cord  (C.  S.  Wallace)  ....     157 

multilocular)  of  pancreas  (J.  D.  Malcolm)       .         .175 
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TuRNEY  (^H.  G.,  M.D.),  bony  tumour  of  skull  ....     235 

Typhoid   fever :   peritonitis   ocoui-ring   in,   without    perforation ; 

treatment  by  laparotomy  (E.  W.  Goodall,  M.D.)  ...       55 

septic   peritonitis  occurring   in,  apart  from   perforation 

(W.  G.  Spencer) 59 

Ulcer  of  jejunum  :  perforation  of  second  simple  ulcer  into  general 

peritoneal  cavity  ;  operation ;  patient  exhibited  (W.  H.  Battle)     250 

see  also  Rodent  ulcer. 

Ulcei-ation  (extensive)  invading  upper  jaw  on  both  sides,  with 
partial  destruction  of  alveolar  margin;  cheek  not  involved 
(W.  H.  Battle) 249 

Ulcers  (perforating)  and  joint  changes,  with  only  slight  sensory 

changes  (C.  E.  Beevor,  M.D.) 231 

Ulna  (deformity  of),  with  dislocation  of  head  of  radius,  associated 

with  multiple  osteoma ta  (W.  H.  Battle) 252 

Yena  cava  (inferior),  obstruction  of,  with  bradycardia,  in  case  of 

cardiac  syphiloma  ;  after-history  and  post-mortem  record  (C. 

W.  Chapman,  M.D.) 26 

Viscera  (transposition  of)  case  of  (A.  E.   Garrod,  M.D.  and  F. 

Langmead,  M.D.)        .........     131 

VOELCKER  (Arthur  F.,  M.D.),  spleno-meduUary  leukaemia  (mye- 

Isemia)  in  a  boy  set.  lO^ 240 

functional  hemiplegia  (?  disseminated  sclerosis)  in  a  boy 

a3t9^'V 241 

Volvulus  of  caecum,  case  of  (J.  Sherren) 100 

Wallace  (Cuthbert  S.),  a  case  of  cystic  tumour  of  the  spermatic 

cord 157 

Wallis  (F.  C),  three  cases  of  gastro-jejunostomy         .         .         .     151 
Weber  (F.  Parkes,  M.D.),  acute  dilatation  (acute  atony)  of  the 
stomach  and  intestines  connected  with  pneumonia  and  pleuro- 
pericarditis  ..........     205 

"  spontaneous  "  fracture  in  the  tarsus  in  a  woman  with 

Argyll-Robertson  pupils 246 

West  (Samuel,  M.D),  a  case  in  which  the  pleura  contained  several 

pints  of  calcareous,  mortar-like  fluid 42 

periodic  respiration       ........  46 

Williams  (G.  E.  O.),  case  of  mediastinal  dermoid         .         .         .  210 

X  rays  :  see  Eontgen  rays. 
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